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MATERIAL S 


Choosing an Infant’s Diet 


If all babies were alike and standardized, then one food would 


probably take care of the nutritional requirements of most babies. 


BUT—physicians know that foods must be altered to suit the 


nutritional requirements of each infant. 


MEAD’S INFANT DIET MATERIALS are helping physicians 


to do scientific infant feeding. 


MEAD’S DEXTRI-MALTOSE (the carbohydrate 


of choice for modified cow’s milk mixtures). 


MEAD’S CASEC (a useful adjunct when the baby 


is suffering from Fermentative Diarrhea). 


MEAD’S STANDARDIZED COD LIVER OIL 
(as important to protect the infant from Rickets as 
orange juice protects from scurvy). 


ne 
The Mead Policy 


Mead’s Infant Diet Materials are advertised only to phy- 

sicians. No feeding directions accompany trade packages. 

Information in regard to feeding is supplied to the mother 

by written instructions from her doctor, who changes the 

feedings from time to time to meet the nutritional re- 

quirements of the growing infant. Literature furnished 
only to physicians 


a 


MEAD JOHNSON & COMPANY 
Evansville, Indiana, U. S. A. 
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SPECIAL ARTICLE 
FOCAL INFECTION, A MEDICO-DENTAL- PROBLEM. * 


By F. P. Wisner, M.D., Research Assistant, California Stomatological Research Group 


It is not often that the results of “research” are made so promptly available to and prac- 
tically applicable by physicians in the promotion of health and the limitation and treatment 
of disease as is the work of Doctor Wisner and his colleagues discussed in this essay. 

As is the case with most worthwhile investigations, much of the research embodied in this 
essay has been carried on in the library and these findings have been included with those of 
the author with a lucidity not otherwise possible. 

This study has been made possible by grants from the Carnegie Corporation of New York, 
the American Dental Association, and the Associated Radiograph Laboratories of San Francisco. 

There are thought-provoking messages here for every physician and every dentist —EbirTor. 


RAL focal infection is an inseparable 
part of general focal infection. 

The commonest primary lesions are teeth, 
tonsils, sinuses, and prostate. 

Secondary foci may exist almost anywhere 
throughout the body. 

The primary lesions are usually symptom- 
less and need not yield pus, rendering them 
difficult to locate. 

The remote effects are due to bacteria or 
their toxic products, transported by ways of 
the blood or lymph stream. 

Streptococci are the commonest organisms 
concerned in focal infections, although others 
may be responsible. 

Among the dental pathological conditions 
responsible for focal infections, periapical 
infections and pulpless teeth are of prime 
importance. Pyorrhea must also be con- 
sidered. 

The dentist is one of a group of specialists 
whose services are requisite to the proper 
diagnosis and treatment of a case of focal 
infection. 

Local surgical treatment often requires to 
be supplemented by general measures, de- 
signed to build up bodily resistance against 
inaccessible foci. 


infection. But the condition which is 


E ARE living in a period when the condition of focal 

infection is finding its proper place in the science and 

practice of medicine and dentistry. There are those 
who would give it a place with tuberculosis and syphilis, as 
being one of the three most important of all infections. This 
is somewhat surprising in view of the short time which has 
elapsed since the condition was first described as a clinical entity. 
It has been estimated that over 60 per cent of all patients 
admitted to all our hospitals are sent in because of some 
manifestation of this condition. But it is only recently that we 
have had a sufficiently clear insight to realize that all these cases 
belong in the same category. Formerly they were considered 
to be totally unrelated conditions. And like all advances along 
the lines of correct classification of diseases, we find that this 
new conception of focal infection serves to greatly simplify our 
notions of many diseases, and to group together numerous 
conditions which were previously considered to be totally dis- 
similar. Likewise, several conditions previously thought to be 
tuberculosis, are now recognized as being manifestations of 
focal infection. 


WHAT THEN, IS FOCAL INFECTION ? 


It may be defined as the transportation of infection from one 
portion of the body to another, with an infection resulting in 
both places. Thus, a periapical abscess may give rise to an 
arthritis. But, according to this definition, we might place 
syphilis, tuberculosis, and in fact, all the infectious diseases 
we know, in this same category. And the truth of the matter 
is that, broadly speaking, all these diseases are types of focal 
commonly termed focal infection is a transported infection 


of organisms of the staphylo-streptopneumococcus group. 


THERE ARE MANY TYPES OF FOCI 


First of all, there is the active focus, or the one which is responsible for acting as a source of 
infection for the rest of the body. There is then, the inactive focus, which, although harboring infection, 


* Aided by grants from Carnegie Corporation of New York, American Dental Association, and Associated 


Radiograph Laboratories of San Francisco. 


7 The great majority of the organisms isolated from infected extracted roots of teeth in our clinic, by Mrs. 
Pauline Scott, have been members of the strep-veridans tribe. 
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is not guilty of metastasizing. It is, however, a 
constant menace, due to the fact that it may, at any 
time, and without any warning, become an active 
focus. There is the primary focus, which is located 
in the mouth or in one of the body’s other readily 
accessible cavities. ‘This is the initial focus of the 
infection in the body and serves as a breeding place 
and center from which organisms may be discharged 
to all parts of the body. Then, there are secondary 
foci, which are located anywhere throughout the 
body, and become infected with organisms trans- 
ported from the primary focus. The secondary 
foci may, in turn, become primary foci; that is, they 
may themselves become sources of infection for other 
parts of the body. 


With respect to the speed with which secondary 
foci are established, we may distinguish between 
acute and chronic focal infections. In the acute 
focal infections, the secondary foci appear very 
soon after the establishment of a primary focus. 
Usually the time interval is so short that they ap- 
pear to exist coincidently. Examples of acute focal 
infection are the development of an acute osteo- 
myelitis or perinephritic abscess following a boil on 
the skin, the incidence of an acutely suppurating 
joint following an acute tonsillar or periapical in- 
fection, and so on. Due to the acuteness of both 
primary and secondary foci, it is evident that these 
cases are much more readily diagnosed than the 
chronic cases. In cases of chronic focal infection, 
the primary focus precedes the secondary focus by 
months or perhaps years. The primary focus gives 
few if any clinical evidences of infection, while the 
secondary focus is not nearly as acutely involved as 
in the cases of acute focal infection. There is, thus, 
little in the secondary focus and possibly nothing 
whatsoever in the primary focus to call our at- 
tention to the infectious nature of the process. The 
difficulties of diagnosis in these chronic cases is 
thus readily apparent and will be emphasized later. 
It is with the chronic cases that we will concern 
ourselves in this discussion, since the acute cases are 
readily diagnosed, and their treatment apparent. 

The common primary foci in the body are: 1, 
Periapical abscesses; 2, Pulpless teeth; 3, Paranasal 
sinuses; 4, Tonsils and adenoids; 5, Prostate and 
seminal vesicles; 6, Skin. It will be noted that all 
of these foci are located in cavities situated close to 
the surface of the body. 

The common secondary foci are: 1, Regional 
lymph nodes; 2, Joints; 3, Tendons, ligaments and 
fascia; 4, Nerves and brain; 5, Appendix and gall 
bladder; 6, Kidney; 7, Heart muscle; 8, Eye and 
ear; 9, Stomach and intestine; 10, Lungs. It is 
readily apparent from this, that there are few spots 
within the human body which are immune to the 
inroads of focal infection. 

The methods by which the distant effects of focal 
infection are produced vary considerably. The 
commonest method is by the lymphatic transpor- 
tation of the bacteria. This is often the cause of 
swollen and infected glands of the neck, resulting 
from infection in either the teeth or tonsils. An- 
other common method by which the bacteria may 
be transported is through the blood vessels. Cer- 
tain conditions, as neuritis, are thought to be due 
to the dissemination of toxic products of bacterial 
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activity, rather than to the transportation of the 
bacteria themselves. This toxic absorption takes 
place, of course, either through the venous or lym- 
phatic channels. A means of transporting infec- 
tion, which has as yet not received very serious 
consideration, is the swallowing of bacteria and 
their toxic products, from foci existing in the 
mouth or pharynx. This lack of consideration is 
due to the assumption that bacteria and their prod- 
ucts would be neutralized and destroyed by the 
action of the gastric juice. Thus, we see, that the 
first three named methods of spread are by far the 
most important, namely: 1, Lymphatic spread of 
bacteria; 2, Blood-borne bacteria; 3, Toxins borne 
by blood (or lymph). 

In considering the factors which predispose to- 
ward the localization of an infection, we are strik- 
ing at the heart of the whole question of infection 
and immunity. As was already indicated, the pri- 
mary foci are located either on the body surface, or 
else in one of the readily accessible cavities adjoin- 
ing the body surface. Factors favoring the estab- 
lishment of an infected primary focus, are the 
same identical factors which predispose to infec- 
tion anywhere, namely: 1, Weakness resulting from 
previous infection (ex. prostate); 2, Mechanical 
defects (ex. nasal septum) ; 3, Trauma (ex. prize- 
fighter’s wrists) ; 4, Exposure to cold; 5, Poisons of 
all sorts; 6, Deficient blood supply (ex. joints) ; 7, 
Senility, fatigue, starvation, etc. Here, as in all 
types of infection, the establishment of an infectious 
process depends on: 1, The dosage of organisms; 
2, The virulence of the organisms; 3, The resistance 
of the host. 

The streptococci seem to be one of the most 
versatile of all organisms, being able to adapt them- 
selves to a great variety of environments. When 
once they have localized in a particular region, due 
to a combination of the above mentioned factors, 
they develop a tendency to become specific for that 
particular organ, as is shown by their behavior 
when injected into animals. If, for example, as 
Rosenow has shown, a strain of streptococci re- 
covered from the apex of an infected tooth in a 
patient suffering from, let us say, gall bladder dis- 
ease, are injected into a series of rabbits, the great 
majority of the lesions produced in the animals will 
be gall bladder infections. This principle of elec- 
tive localization is not a new thing in our ex- 
perience. We have witnessed it previously with 
a great variety of diseases, such as mumps, gonor- 
rhea, whooping cough, and many others—and yet 
it has been difficult for many to accept this same 
fact when applied to the streptococcus. Another 
factor which seemingly influences the virulence and 
also the localization of the streptococci, is that of 
oxygen tension. They prefer a lower oxygen ten- 
sion than’exists on the surface of an exposed mucous 
membrane, and under conditions of lowered oxygen 
tension, tend to become increasingly virulent. Thus, 
the virulent streptococci are found lurking in out- 
of-the-way corners, as deep in the tonsillar crypts, 
in the periapical tissues, in the paranasal sinuses, in 
the prostatic ducts, etc. 

A consideration of prime importance is the fact 
that these lesions, dental and otherwise are almost 
invariably painless. This fact often adds to the 
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difficulty in persuading an already reluctant patient 
to have the focus eradicated. It also doubtless often 
causes the operator to hesitate and speculate about 
the advisability of removing a silent focus. Another 
common misconception is that an infected focus 
should manifest itself by the production of pus. 
It is general knowledge that the streptococci are 
organisms which commonly do not produce pus. 
On the contrary, the type of exudate which they 
usually provoke is more serous in character. Hence 
the apparent folly of refusing to remove tonsils on 
the ground that pus cannot be expressed from them. 


This brings us to a consideration of the means 
at our disposal of diagnosing chronic focal infection. 
To begin with, let us state that these are quite un- 
satisfactory. First of all, the patient presents him- 
self before us with a condition commonly known to 
be caused by focal infection—an arthritis, neuritis, 
nephritis, gastric ulcer, myocarditis, iritis or pos- 
sibly a severe anemia. There are very few tests of 
a general nature that we may apply to determine 
the existence of chronic focal infection, and these 
are by no means generally accepted as valid. The 
blood picture, it is claimed by some, is quite typical. 
This consists of a decrease in the total number of 
white corpuscles, of polymorphonuclears, and of red 
corpuscles, together with an increase of the lympho- 
cytes. A rise in the blood’s content of uric acid 
is also claimed to be due to focal infection, pro- 
vided none of the more obvious causes of high 
uric acid are formed. It is also claimed that upon 
removal of all foci, the uric acid content of the 
blood returns to normal. Thus, it will be readily 
seen that while the diagnosis of acute focal infec- 
tions is easy, due to the fact that the local and 
general symptoms are clear-cut; in chronic focal 
infections our attention is drawn mainly to the sec- 
ondary focus, while the primary focus is silent, and 
there is little of certain value in the patient’s general 
condition to give us a clue as to the nature of his 
trouble. 

In searching for possible primary foci, let us begin 
with the mouth. As far as the teeth are concerned, 
there are two conditions with which we are par- 
ticularly interested. First is the chronic periapical 
abscess, or granuloma. The method most depended 
upon to locate these is by means of the radiograph. 
‘It is needless to state that several pictures should 
often be taken from different angles in order to dis- 
cover apical lesions, especially in the molar teeth, 
where they are apt to be obscured by bony processes. 
The other type of tooth in which we are especially 
interested is the pulpless one. It seems to be the 
current opinion that between 50 and 80 per cent 
of pulpless teeth are infected. Even if uninfected 
the pulpless tooth is a constant liability, since it 
may, at any subsequent time, become infected. The 
burden of proof against this statement, it would 
seem, rests upon the advocates of root canal therapy. 
Fortunately, there is a constantly decreasing num- 
ber of teeth being devitalized, so that in the future, 
this particular phase of the problem will not loom as 
large as it does at present. Of practical impor- 
tance is the fact that rarely are teeth suspected with- 
out being found infected upon extraction. It will 
be noted that there is a noticeable lack of condemna- 
tion of pyorrhetic teeth in this connection. This is 
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because mild degrees of pyorrhoea are considered 
to be lesions with good drainage, and thus with a 
minimum opportunity for absorption. However, 
we have reason to believe that a considerable num- 
ber of pyorrhetic teeth develop infected pulps and 
periapical infections. In this event they are as dan- 
gerous from the standpoint of focal infection as a 
periapical infection in any other tooth. Probably 
more attention should be paid to pyorrhoea in ex- 
amining the teeth of theses cases. 

There are certain writers who attribute cures 
to the removal of teeth which, they state, were 
negative radiographically. Just what we are to 
infer from this is a matter of conjecture. These 
men may be referring to non-vital teeth, calling 
them radiographically negative because they show 
no visible periapical absorption. We have already 
seen how non-vital teeth are to be suspected regard- 
less of their raidographic appearance. Again, these 
authors may have been dealing with teeth bearing 
periapical abscesses which were unobserved, either 
because of their small size or because of their posi- 
tion. It is possible that these teeth may have been 
affected with pyorrhoea and that deep down, near 
the pockets, were small areas of infection that were 
walled off, and thus not provided with drainage. 
There is also the possibility that, unknown to the 
dentist, some other focus has been removed at about 
the same time as the removal of these apparently 
normal teeth. And lastly, there is the possibility 
that there is a type of infected tooth with which we 
are as yet unacquainted, and which our present 
methods of diagnosis cannot reveal. 

We will not consider in detail the methods of 
diagnosing primary foci elsewhere in the body. 
Needless to state their determination requires the 
most careful efforts of the specialists in whose field 
they occur. Repeated nasal examinations are often 
necessary in order to determine. sinusitis, and we 
have frequent occasion to resort to radiographs and 
the washing out of the sinuses for diagnostic pur- 
poses. Infected tonsils may appear entirely healthy, 
but upon culturing the excised organs we will find 
virulent bacteria. Similarly an infected prostate or 
seminal vesicle may feel absolutely normal to the 
palpating finger, but upon repeated massage, will 
be found to contain an infected secretion. Thus, 
the study of a case of focal infection, as will 
readily be seen, is a problem whichecalls for the 
combined efforts of the clinician, roentgenologist, 
dentist, rhinolaryngologist, urologist, and probably 
other specialists. Such co-operative efforts are best 
directed by the clinician, who, alone, is in a position 
to consider the case as a whole, and to decide upon 
the basis of the evidence obtained, what the proper 
sequence of treatment shall be. The place of the 
dentist in such a scheme of things is apparent. He 
ranks with the other specialists, being the one whose 
duty it is to locate and subsequently eradicate in- 
fected teeth- and investing tissues. 

As an aid in locating the primary foci in a given 
case, it has been suggested that an over-dosage of 
an autogenous vaccine would cause such an acute 
exacerbation of the infectious process that the pri- 
mary focus would be temporarily changed from a 
chronic to an acute focus. This would serve to 
bring it to the direct attention of the patient and 
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his attending clinician. ‘This is possibly a wise 
procedure in those obscure cases where we feel con- 
fident that there are primary foci which we have 
been unable to locate. As a routine procedure, 
however, we can hardly at present recommend it. 
In the lack of an autogenous vaccine, it is possible 
that a slight overdosage with parathyroid extract 
would produce similar results. 

We are now ready for a consideration of the 
proper treatment of a case of focal infection. Hav- 
ing located as many primary and secondary foci as 
we are able, we proceed with their surgical removal ; 
that is to say, the removal of all the accessible foci. 
Where both teeth and tonsils are involved, it is 
claimed that better results are obtained if all the 
infected teeth are removed before the tonsils are 
excised. For the removal of teeth with periapical 
infection, the consensus of opinion seems to be in 
favor of Shearer’s method of external alveolectomy, 
since it facilitates the complete exposure to view of 
the infected area. The extraction of large numbers 
of infected teeth at a single sitting, in these cases, 
is not the wisest procedure, because of the possi- 
bility of causing a violent flare-up of all symptoms. 
And in that connection it should be said, that 
probably the cases in which a flare-up is caused, are 
the ones which will be most benefited by the 
eradication of the infection. It is often important 
to reassure the patient by pointing out to him this 
fact, lest the exacerbation should prompt him to 
abandon treatment. In regard to the extraction of 
teeth, nothing is a more reprehensible mode of 
procedure than for the physician to order all the 
patient’s teeth out merely on the suspicion that 
some of them are infected. There are many cases 
when complete extractions are indicated, but it is 
the blind and ruthless ordering of wholesale extrac- 
tions which we are condemning. After the dentist 
has removed the infected teeth, and reconstructed 
the mouth for mastication, the clinician should see 
to it that all other accessible foci are likewise re- 
moved, be it tonsils, sinuses, prostate, gall bladder, 
appendix or what not. The removal of these in- 
fections depends, of course, upon their location, and 
often is not nearly so practical as the removal of 
dental infections. 

In conjunction with the removal of accessible 
foci, we often have occasion to resort to local treat- 
ment in the ‘region of the secondary focus. For 
example, in case of a joint involvement, we sup- 
plement the removal of foci with casts applied to 
the joints, followed by bakes and massages. In 
case of an iritis, we dilate the pupil with atropin 
and rest the eye by bandaging it shut. Naturally, 
this subsidiary treatment varies with the location of 
the secondary foci; the general principles involved 
being rest from function and the stimulation of 
hyperemia. A 

There are certain conditions, let us take for ex- 
ample, syphilis and tuberculosis, which, although 
entirely separate etiologically from focal infection, 
nevertheless are benefited by the removal of foci. 
This is readily explained by assuming that the body 
is relieved of an added load, and that it is thus 
rendered better able to fight the uncomplicated 
syphilitic or tuberculous infection than when a focal 
infection coexisted. In this connection, the prophy- 
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lactic removal of foci of infection, wherever found, 
should be urged. The fact that the foci are inactive 
and that secondary foci have not yet been established, 
does not mean that such inactivity will continue 
indefinitely. The lack of secondary foci may be 
due to the fact that the lesion is draining freely (as 
in the milder degrees of pyorrhoea), or to the fact 
that the body has been able to wall off the infec- 
tion, or that the patient has sufficient immunity to 
prevent the re-establishment of secondary foci. It 
is evident, however, that none of these conditions 
are necessarily permanent; that is to say, they are 
not a guarantee against subsequent systemic involve- 
ment. The old adage concerning an ounce of pre- 
vention is just as apropos here as elsewhere. Prophy- 
laxis is just as important in the field of focal in- 
fection, as in any other diseased condition. 

Due to the fact that many foci are inaccessible 
or difficult to clear up, we have occasion to supple- 
ment our local treatment of foci with general meas- 
ures, whose purpose it is to build up bodily resis- 
tance to the point where the body can overcome 
what infectious foci we are forced to leave within 
its tissues. It is in this field that the future’s great 
promise lies, as far as the treatment of focal in- 
fection is concerned. Measures which we may employ 
in the hope of accomplishing the above mentioned 
results are: Autogenous vaccines, ultra-violet light, 
Roentgen rays, and parathyroid extract. The goal 
of our ambitions would be reached were we able 
to dispense with the surgical removal of foci and 
devote our entire attention to the administration of 
these resistance-building agents. However, in our 
present state of knowledge, we are forced to rid 
the body by surgical means of as much of the 
load of infection as lies within our power, and to 
supplement this local treatment with general meas- 
ures directed toward the building up of resistance 
against the remaining inaccessible foci. 


[Since above was received for publication, Doctor Wis- 
ner, still working under the original grant and asso- 
ciation, has carried his work further, as shown im the 
subjoined brief article —Envitor.] 


A COMPARATIVE STUDY OF THE GENERAL. 
SYSTEMIC AND DENTAL CONDITIONS 
OF FOURTEEN DENTAL STUDENTS* 

By Dr. F. P. Wisner, M. D. 


The etiology of periodontoclasia still lies in ob- 
scurity. There are those who urge that purely local 
factors are wholly responsible for the condition. On 
the other hand are the men who blame systemic fac- 
tors. There are doubtless many who adhere to a 
middle course, agreeing to some extent with both 
extremes. 

This work was undertaken in the hope that it 
might help to solve this problem of the etiology of 
periodontoclasia. A group of dental students in their 
junior year were selected as subjects for examina- 
tion. They were chosen for a number of reasons. In 





*Aided by grants from the Carnegie Corporation, the 
American Dental Association, and the Associated Radio- 
graph Laboratories. 
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the first place, it was felt that these young men 
would more willingly co-operate with our efforts if 
the object of our study was explained to them. In 
the second place, it was felt desirable to pick young 
subjects, since in young persons we would be more 
apt to find pure disease entities, uncomplicated by 
the many factors which appear during advancing 
years.t In return for the privilege of studying these 
patients, we were able to offer them the advantages 
of a thorough dental and medical examination, along 
with any appropriate advice and treatment that was 
deemed merited. 


The dental examinations were made by Dr. Clay- 
ton Westbay, and were aimed particularly at the 
detection of early stages of gingivitis. 


The medical examinations were made by the 
writer, and were of the same character as the aver- 
age patient entering the University of California 
Hospital receives. Any abnormalities found were 
then followed up in more detail, and free recourse 
was made to the opportunity of consulting specialists, 
especially in the field of rhinolaryngology. Particu- 
lar attention was paid to the determination of the 
existence of all foci of infection, almost all the cases 
being submitted to nose and throat examination and 
prostatic massages. Blood Wassermans were run on 
all the subjects, and in each case the urine was sub- 
mitted to routine examination. It was hoped to ob- 
tain a complete blood count on all the cases, but we 
were unfortunately unable to secure the technical 
assistance. 


In the table are listed the presence and degree, or 
absence of both caries and periodontoclasia. Both 
active and healed conditions are noted. From the 
medical standpoint all abnormalities, however trivial, 
were recorded, in the hope that some correlation 
might be possible. Only the abnormal medical find- 
ings are indicated. 


Age 
22 ote 
24 Deviated nasal septum - 
24 Gassed in France 
22 Slight emphysema 
26 Acne 
21 Infected tonsils, thick- 
ened nasal septum 
29 Baldness, infected 
tonsils, inguinal 
hernia 
24 Baldness, infected 
tonsils, deviated 
nasal septum 
26 Asthma, hay- fever, 
cholecystitis 
28 Constipation, chronic 
appendicitis, cervi- 
cal lymphadenopa- 
thy, pulmonary tu- 
berculosis (?) 
Moderate baldness, 
acne, arterial hypo- 
tension, herpes pro- 
genitalis, infected 
tonsils 
21 Amebic dysentery, 
cervical lympha- 
denopathy 
31 Moderate _ baldness, 
orthostatic albumi- 
nuria, lordosis oh + + + 
20 Acne, arterial hypo- 
tension, gastric 
ulcer (?) + + 


Note: — means free from caries or periodontoclasia, 
while + means presence of either of these diseases. The 
number of + signs indicates, roughly, the degree of in- 
volvement. 


Caries Periodontia 


t As will be noted by reference to the table, the ages of 
the men examined ranged all the way from 20 to 33. 
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A study of the foregoing table reveals several in- 
teresting facts. In the first place, the patients with 
few medical defects may or may not have dental dis- 
ease. The one patient in whom no medical defects 
were noted had a certain degree of both caries and 
periodontoclasia. Secondly, those patients who had a 
greater number of medical defects, showed no uni- 
formity in the degree of dental involvement. Studied 
from the dental standpoint, there seems to be no cor- 
relation between caries and medical defects. In re- 
gard to periodontoclasia, the only possible significant 
fact that we can discover is that all but one of the 
cases showing a moderate or severe degree of perio- 
dontoclasia show also some type of dermatological 
involvement. This was acne in some cases, and par- 
tial baldness in others. One of the cases showing 
only a mild degree of periodontoclasia had a severe 
case of acne. All the other cases with mild or with- 
out periodontoclasia, showed a healthy skin in all 
respects. 

This connection between periodontoclasia and der- 
matological diseases, while rather striking in this 
small series of cases, may be a mere coincidence. On 
the other hand, it may be a matter of great signifi- 
cance. This series of cases is too small for any 
lengthy deductions to be drawn. We, therefore, 
recommend to those who are interested in the eti- 
ology of peridental disease that they make note of 
any concomitant dermatological diseases, in order 
that a large enough series of cases may be recorded. 


Pernicious Anemia, Following Ileostomy—The ab- 
sorption of hemolytic, myelotoxic or neurotoxic material 
from the contents of the small or large intestine has been 
regarded as more than a plausible possibility in per- 
nicious anemia because of the prominence of gastro-intes- 
tinal symptoms, the atrophy of the gastric and intestinal 
mucous membrane, and the occasional association of per- 
nicious anemia with intestinal stricture and also parasitic 
disease. This belief led C. F. Dixon, J. G. Burns and 
H. Z. Giffin, Rochester, Minn. (Journal A. M. A.), to 
the decision that, under favorable circumstances, they 
would recommend temporary elimination of the colon by 
means of ileostomy in cases of pernicious anemia, with 
a view to the determination of the influence of colonic 
absorption on the course of the disease. Ileostomy may 
be performed with minimal risk, and, should prolonged 
improvement occur, ileosigmoidostomy. could be per- 
formed later, not removing the colon, but excluding it as 
a mucous tube. Six cases are reported. The patients 
have all shown the temporary improvement that so fre- 
quently follows any treatment for pernicious anemia. All 
have maintained a good appetite, even with the recur- 
rence of anemia. They all lost the icteroid tint, and it 
did not reappear even in those who later became anemic. 
Glossitis recurred in only one case when irrigation of the 
colon became difficult, and this disappeared in a few days 
after the colon could be flushed. Probably the most strik- 


ing feature has been the disappearance of parethesias 


in all but one case, in which there was very marked 
improvement. This patient had moderately advanced 
cord changes and walked with extreme difficulty; even 
so, the parethesias have not been troublesome since 
ileostomy, and the patient is able to walk without assist- 
ance. One patient showed slight improvement objectively 
and on neurologic examination. ‘Two patients of the 
series died from conditions unrelated to pernicious 
anemia. Two have done unusually well. Two have had 
a recurrence of the.anemia. One patient, who had very 
marked manifestations of the disease, has been in excel- 
lent condition for eleven months. Ileostomy cannot at 
present be advocated as a therapeutic measure, but in 
small groups of cases it is justifiable until its effect is 
definitely known. The procedure alters certain features 
of pernicious anemia, and may lead to more important 
results. 
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TREATMENT OF POISON OAK DERMATITIS* 


By Harry E. Avperson, M. D., San Francisco 


INTRODUCTORY NOTE 


Poison oak and similar contact skin poisons are ex- 
ceedingly prevalent seasonally over wide areas of our 
Western country. Every physician and every citizen is 
anxious to see improvement in our methods of prevention 
and treatment. 


Doctor Alderson and Doctor Donald have devoted 
much time to a study of the problem and presented their 
findings at the recent session of the C. M. A. in Yosemite 
National Park. Because of the wide interest in poison 
oak dermatitis, publication of this paper is advanced to 
meet the seasonal incidence of the disease.—Epiror. 

Discussed by W. G. Donald, Berkeley. 


Ginee. 1918 I have been using an alcoholic 
extract of the poison oak plant (rhus diversil- 
oba), by intramuscular injection and oral admin- 
istration in the treatment of active poison oak 
dermatitis and for immunization against the same. 
Extensive experience convinces me that this specific 
therapy is better than any other treatment so far 
developed. 

The idea is not new. For years before the pioneer 
work recorded by Schamberg, Strickler and myself, 
our California Indians and Mexicans had been 
eating leaves of the plant to develop immunity. Old 
settlers testify that this method, crude as it was, 
produced good results. Severe inflammation of the 
upper alimentary tract sometimes occurred, however, 
and at times the “cure was worse than the disease,” 
for fatalities resulted. This method is still being 
resorted to by natives. 

Before taking up the specific poison oak extract 
treatment, local therapy will be discussed briefly. 
The poisonous element in the poison oak and poison 
ivy plant is toxicodendrol, a non-volatile glucoside. 
A very minute amount of the poison, well diluted, 
will produce dermatitis. Treatment of dermatitis 
venenata always has consisted, first, of attempts at 
removal, or neutralization, of this poison. This is 
accomplished to a certain extent by washing thor- 
oughly and repeatedly with soap and alkaline solu- 
tions, followed by alcohol. Unless the alcohol is 
used very thoroughly, however, it may spread the 
poison. If the entire skin and hair is washed in 
running water, shortly after exposure, and if every 
article of wearing apparel worn at the time is thor- 
oughly cleaned, the disease may be prevented or 
greatly ameliorated. If an aqueous solution of 
potassium permanganate is applied early it may 
oxidize the toxicodendrol, thus neutralizing its 
effects. ‘This method has the objection that skin and 
clothing are stained. I have had patients who carried 
soda solution with them when working in the poison 
oak and who, by frequent bathing of exposed parts 
with this solution, warded off attacks. This pro- 
cedure is very inconvenient and forgotten con- 
taminated clothing may later produce the dermatitis. 

After the inflammation has developed, alkaline 
lotions, containing antipruritics and a soothing 
powder in suspension, are useful in ameliorating the 
local symptoms. Ordinary calamine lotion is good, 
but one consisting of one per cent menthol and 
phenol, and 10 per cent zinc oxid in lime water, is 


*Read at meeting of California State Medical Associa- 
tion, May 1925. 
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more generally useful. Epsom salts solutions (hot 
or cold), and baths, may give a great deal of relief. 
As dermatitis venenata lesions are often secondarily 
infected, naturally toxin treatment has no effect on 
this complication and antiseptic solutions are indi- 
cated. Bullae should be opened under aseptic condi- 
tions. It has been proved that the contents of the 
bullae are not irritative, so one need not fear that 
the serum will spread the disease. 


Doctor William Donald, of the University of 
California infirmary, has developed an interesting 
method of local treatment. It consists of the local 
use of liquid air, which gives immediate and lasting 
relief from the itching, if applied sufficiently. He 
has also had considerable experience with the specific 
treatment which I have asked him to present at this 
meeting in opening the discussion of my paper. 

In observing the progress of a case of dermatitis 
venenata one must bear in mind that persons vary 
greatly in their resistance to the poison. Tolerance 
for toxicodendrol varies, too, from time to time, in 
the individual. Furthermore, persons with seborrhea, 
or whose skin, for some other reason, is lacking in 
resistance and in ability to recover promptly from 
an injury, are apt to be more troublesome than the 
average patient. They may present an eczematous 
process (not true dermatitis venenata) that will 
persist long after the toxicodendrol has been 
eliminated. Seasonal recurrences of this eczema 
may be experienced in these areas of lessened resist- 
ance and be mistaken for dermatitis venenata. 


We have all had patients presenting this eczema 
and believing that it is a recurrence of the old poison 
oak dermatitis without there having been exposure 
to the plant. Skins of this sort heal slowly. The 
process of keratinization may be unduly prolonged. 
Then the patient is apt to assume that it is the 
result of the poison oak toxin still acting, which is 
not the case. It is well known that the processes 
of repair in skin that has been severely damaged, as 
it is in poison oak dermatitis, may be delayed in 
those whose skins show an inherent tendency to 
develop eczema after injury. Such individuals make 
poor industrial risks. 

The appearance of new isin from several days 
to a week after the onset of the trouble was formerly 
attributed by some to irritating qualities of serum 
from the vesicles, and bullae. This has been proven 
to be wrong. Others thought the occurrence was 
due to systemic dissemination of the poison causing 
outbreaks in remote parts. It is now explainable on 
the basis of the varying penetrability of the skin. In 
some areas the poison may take from several days 
to a week to penetrate sufficiently to produce a 
specific dermatitis. These areas vary in individuals 
and in the same individual at different times. They 
result, probably, from lessened concentration of the 
deposited poison or from actual lessened vulnerabil- 
ity of the skin in said areas. 

A great advance in dermatitis venenata therapy 
was made when Schamberg, in 1917, and Strickler, 
in 1918, presented the results of their work with 
the rhus toxin in cases of poison ivy dermatitis. In 
1920 and 1922, Alderson recorded his experience 
with this method in the treatment of poison oak 
dermatitis at the Letterman General Hospital, 
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Presidio, San Francisco, at Stanford Medical School, 
and in private practice. This method has had such 
extensive use that its value is now generally recog- 
nized. Reports of physicians from all over the 
Pacific Slope prove its efficacy. 


Doctor Carl Jones, (Grass Valley, California), 
writes that he has “treated about seventy-five cases 
of poison oak dermatitis with the poison oak extract 
with unusual success. The dermatitis usually cleared 
after two injections and he rarely had to use a third 
dose. Two or three treated patients developed 
recurrences which were promptly relieved by one 
injection. One instance was cited, that of a wood- 
chopper who was a frequent sufferer every summer, 
and was relieved by two treatments. Since then he 
has not had a single attack although he works and 
sleeps in the woods all the time. No untoward 
effects, or bad results, have been experienced at any 
time. 

Doctor M. L. Fernandez, (Pinole, Contra Costa 
County), has had many cases, as the poison oak 
plant grows abundantly in his section. His records 
show that prior to 1921 when only local treatment 
was administered, the period of disability of 
employes suffering from poison oak dermatitis aver- 
aged about thirty working hours. Since 1921, when 
the use of poison oak extract was started by him, the 
period of disability has averaged about twelve work- 
ing hours. Many cases now show no disability, the 
disease being relieved promptly by the poison oak 
extract. He has records of 114 cases. 

Doctor U. S. Abbott, of Richmond, California, 
writes that he has treated at least fifty cases, the 
severe ones responding most satisfactorily. None had 
more than three injections, the majority receiving 
two. There were no untoward reactions and the 
results were always good. 


At the “Round Table Discussion” of the American 
Dermatological Association meeting in June, 1924, 
the following discussion of the subject took place: 


Doctor Jay F. Schamberg recounted his experi- 
ences, stating that he had treated over 100 patients 
with the toxin by mouth, with only favorable results. 
For immunizing purposes he uses the same method. 
When the toxin was used in advance, he failed to 
see any trouble during the poison ivy season. He 
believes that this protection does not last longer 
than a month. In treating a patient during an 
attack, he increases the dosage more rapidly than 
when it is used as a prophylactic. 

Doctor Udo J. Wile indorsed Doctor Scham- 
berg’s statement and said that he had treated a 
number of patients with the rhus toxin and had 
never failed to give relief. He gives one dram 
three times daily. 

Doctor Oliver Ormsby stated that he had had the 
same favorable experiences. He mentioned a patient, 
who was formerly very sensitive to poison ivy, but 
who later kept free from trouble by taking the 
immunizing treatment. 

Doctor Howard Morrow reported that he had 
gathered a lot of poison oak and poison ivy and 
had used the preparation in many cases. Some of 
the patients had the worst attacks of dermatitis that 
they had ever had while taking his preparation. 
He stated that he was convinced that it had some 
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value and that he was still using it, but does not 
believe that it prevents attacks. 


Doctor H. N. Cole reported very favorable 
results, citing several cases. He uses the poison ivy 
preparation regularly. 

Doctor Fred Wise reported “uniformly good 
results” from the treatment. 

Doctors Walter Highman and Jay F. Schamberg 
expressed the opinion that, possibly, in some cases, 
the dosage may be too large. 

A review of my last hundred cases revealed some 
interesting facts. The histories are classified under 
three headings: (1) “favorable,” (2) “unfavor- 
able,” and (3) “doubtful” or “incomplete.” Those 
classed as “favorable” showed prompt, definite 
response and recovery following the poison oak toxin 
treatment. There were eighty such cases (80%.) 

Eight of the “unfavorable” cases presented condi- 
tions and factors which, by a liberal interpretation, 
might justify placing them in the “doubtful” or 
“incomplete” class, or in the “favorable” class. For 
this reason these eight records are given in detail: 


No. 8553. A neurotic woman, 32 years old, had 
poison oak dermatitis of one week’s duration. In- 
jected 1 cc. poison oak toxin (concentrated). The 
patient fainted and it took some time to resuscitate 
her. One week later she returned, stating that the 
condition had not been relieved and that the areas 
were still intensely itchy. A soothing alkaline lotion 
was also given. The dilute solution was not given 
by mouth. We feel that another injection along with 
the specific therapy would have been beneficial. 

No. 8693. A young woman always very sus- 
ceptible to “poison oak,” had an extensive acute 
dermatitis of several days’ duration. She was given 
one injection of 1 cc. of the toxin, and the dilute 
solution to take internally. A soothing alkaline 
lotion was also prescribed. Three days later the 
patient was still in bed, showing no improvement, 
and we did not hear from her after that. Possibly 
a second injection would have given better results. 

No. 8694. An adult male, always very sus- 
ceptible to poison oak, had extensive acute areas of 
dermatitis, due to exposure two days previously. The 
usual 1 cc. injection of concentrated toxin was given 
and the dilute solution ordered by mouth and an 
alkaline lotion for local use. Two days later the 
condition was more acute and itchy. A second in- 
jection was given. The patient did not return. 

No. 10481. A young woman had acute der- 
matitis venenata involving the neck and right fore- 
arm following exposure to poison oak one day after 
being in the country. She was given the dilute toxin 
solution only, and the usual alkaline lotion for local 
use. The condition improved slowly, clearing up in 
about two weeks. We believe that injections would 
have given much better results. 

No. 10969. A young boy had acute dermatitis 
venenata on his face, arms and legs of four days’ 
duration, appearing three days after exposure. The 
injection was objected to, so the dilute solution was 
given by mouth. Within three days improvement 
was observed, but it was almost a month before he 
had entirely recovered. Probably injections would 
have given a good result. He used also a soothing 
alkaline lotion. 
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No. 11172. A neurotic young woman with in- 
testinal indigestion, presented acute dermatitis 
venenata on’ the arm of four days’ standing. She 
was given the dilute poison oak solution in ascend- 
ing doses, increasing up to one teaspoonful three 
times daily. A soothing alkaline lotion also was 
given. The trouble cleared up in a week but ten 
days later, following exposure, she had a slight 
recurrence on the wrists. 

No. 11249. A middle-aged man had generalized 
acute dermatitis venenata of two days’ duration. 
Exposure to poison oak had occurred the day pre- 
ceding the onset of the eruption. He was given an 
injection of 1 cc. of the toxin and the dilute solu- 
tion by mouth, and the next day showed some 
improvement, but new areas appeared on his arms 
and legs. A soothing alkaline lotion was ordered. 
He was given a second injection and never returned, 
so it is not known whether or not recovery occurred 
shortly afterwards. We believe that he would have 
returned if not very much better. 

No. 11593. A young woman was exposed to 
poison oak and the following day presented an acute 
dermatitis on the arms and face. She was not given 
an injection, but the dilute solution was prescribed 
in the usual way and also a soothing alkaline lotion. 
The next day the dermatitis venenata increased very 
much in severity, but on the following day much 
improvement was noted. The patient did not return. 

Of the doubtful, or incomplete cases, there were 
twelve (12%). These included only those patients 
who were given the toxin treatment and never 
returned. Certainly most of them would have re- 
ported had the condition grown any worse or had 
not subsided promptly. 

Thus, it will be seen, that this low estimate of 
80% of successes is a conservative one. 

The poison oak toxin is prepared in two strengths, 
“concentrated” and dilute. It is now made and 
sold by two recognized local and one eastern 
pharmaceutical house. These preparations consist of 
alcoholic solutions of the toxicodendrol which have 
been tested and standardized. 

The present method of specific treatment is as 
follows: 


If the lesions have begun to subside no injection 
is given, but the dilute (“immunizing solution’’) is 
administered internally, starting with ten drops, 
giving it three times daily, increasing by one drop 
each dose until twenty drops are reached. Then 
one teaspoonful is ordered once daily and gradually 
the dose is increased to two teaspoonfuls daily. In 
every case an effort to develop immunity is made by 
having the toxins taken steadily for two or three 
weeks. 

In acute cases an intragluteal injection of 1 cc. 
of the concentrated poison oak toxin is given at once. 
This is repeated in twenty-four hours if improve- 
ment is not shown. Then the dilute solution is given 
by mouth as already outlined. Ordinarily one injec- 
tion is sufficient. Sometimes two, and occasionally, 
three, are needed. If injections are contraindicated 
for any reason, one ampoule (1 cc.) of the concen- 
trated poison oak solution is given by mouth and 
repeated in twelve hours and the -dilute solution 
then given in ascending doses. 
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For immunization, the dilute solution is prescribed 
in ascending doses, starting in with ten drops. 
Patients are advised to start taking the preparation 
several weeks before going to the country and to 
continue a week or so after arriving there. As the 
object of this treatment is to develop increasing 
tolerance for the poison steady uninterrupted medica- 
tion is essential. A high degree of tolerance and 
almost complete immunity may be produced. 


My own extensive experience with the method and 
numerous observations reported in letters and other- 
wise by others proves, in my opinion, that this 
treatment of poison oak dermatitis is efficacious. 
Even were it effective in only 50 per cent of the 
cases it would be worthy of our endorsement and 
use, but we feel safe in stating that it succeeds in 
over 80 per cent of our cases, while some of our 
confreres claim over 90 per cent of good results. 


The following references will be useful to those 
desiring to review the subject further: 


Schamberg: Journ. A. M. A. LXVIII, 87, Jan. 13, 1917—-Schamberg: 
J. A. M. A. LXXIII, 1213, Oct. 18, 1919—Strickler: Journal of Cutaneous 
Diseases, June, 1918—Strickler: “The Toxin Treatment of Dermatitis 
Venenata,” J. A. M. A. LXXVII, Sept. 17, p. 910—Alderson: Notes on 
Skin Diseases at the Letterman General Hospital, Calif. State Jour. of 
Med., Oct., 1920—Alderson: Calif. State Jour. of Med., May, 1921— 
Alderson: Calif. State Jour. of Med., May, 1922—Strickler, A.: Jour. 
A. M. A. 80:15, 88-90, June 2, 1923—Williams, C. M.: Med. Jour. 
and Record, June 4, 1924—Williams, C. M. and MacGregor, J. A.: 
Arch. Derm. and Suph., Vol. 10, p. 515, 517; round table discussion, 
American Dermatological Ass’n. Arch. Derm. and Syph., Vol. 11, p. 265, 
Feb., 1925. 
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DISCUSSION 


Witiiam GoopricKe Donato, M. D. (Berkeley)—It is 
with great pleasure that I welcome the opportunity to dis- 
cuss Doctor Alderson’s paper, if only to attest to the value 
of the use of the extract of the poison oak plant. 

This has been in use at the University of California 
Infirmary at Berkeley since it was first put on the market 
and the staff are unanimous in the opinion that it has 
materially shortened the course of the disease. 

During the last twenty-two months there have been 638 
cases of poison oak dermatitis treated at the university 
infirmary, seventy-two of which were hospitalized for an 
average of three and one-half days. The average days 
treatment of the 638 cases was 3.1; 312 of these were 
treated once. 

Those treated by poison oak extract were the more 
severe types and were treated on an average of 2.9 days. 
The cases considered not severe enough for expensive 
treatment were 151; these being treated by calamine 
lotion with 1% phenol as a rule. The average duration 
of treatment here was four days. 

Poison oak extract was administered by hypodermic 
alone 188 times on 141 individuals. It was administered 
orally alone ten times on ten individuals. Seventy-five 
hypodermics, combined with sixty-eight oral mixtures, 
were administed to sixty-eight individuals, a total of 395 
separate administrations on 267 individuals. Each indi- 
vidual on an average received 1.4 administrations of 
either hypodermic or oral mixture (90 c.c.) The period 
of treatment, I believe, is remarkably short in view of 
the fact that only the severe cases were given the poison 
oak extract. 

Doctor Alderson mentions the local treatment used at 
the University of California Infirmary, where for the 
last year we have used liquid air to freeze the skin area 
affected by poison oak. In 1899, Doctor A. Campbell 
White (Medical Record) mentions the fact that liquid 
air, when applied to skin affected by poison ivy, was 
remarkable for the advance in its healing within twenty- 
four hours. This is the only mention I have seen of the 
use of liquid air for this purpose. 

In October, 1923, Mr. Nelson, Mechanician of the 
Department of Chemistry, University of California, had 
severe poison oak dermatitis on his forearms. He had 
been making liquid air for some fifteen years and states 
that the obvious suggestion of getting together the hot arms 
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and the cold air was irresistible. He soaked some cotton 
waste with the liquir air and patted it on his arm. To 
his surprise and delight the skin where he applied the 
liquid air immediately ceased to itch and his arms healed 
rapidly. He tried this on students and others who had the 
dermatitis with similar results. Word leaked out around 
the east bay cities and people flocked to him for treat- 
ment. The newspapers took up the story and finally it 
came to the observation of the university infirmary. 


After trying it on a number of cases we were convinced 
of the fact that in selected cases, if applied correctly, the 
itching would immediately cease and the area treated 
start to heal. We have used liquid air 516 times on 216 
patients. We have used it in combination with poison oak 
extract 66 times on 48 cases. And we have used it alone 
450 times on 230 patients; an average of two times a case. 
It is significant that the days treatment, during the year 
we have used it, has been 3.4 days, while during the 
corresponding period the proceeding year, without liquid 
air, these treatments were 3.7 days. But more significant 
is the fact that in 1924-1925, we have had to use poison 
oak extract on 24% of all cases, whereas in the year 
previous, we had to use it on 42% of all cases. 


Liquid air can be had in the larger cities from any 
oxygen gas company at a very small cost. The objection 
is the length of time consumed by the application and its 
volatility. A liter lasts (without disturbing it) for about 
forty-eight hours. 


We keep liquid air in a small necked open Dewar flask. 
We apply it usually by wrapping a few thicknesses of 
gauze around a 3/16 inch diameter cylindrical stick, soak- 
ing this in the liquid air and rolling it over the dry sur- 
face of the skin, with such speed as to leave about 
one-half inch frosted skin behind. Too prolonged applica- 
tion will blister badly; too short application gives only 
temporary relief. The optimum application causes immedi- 
ate and lasting relief from the itching and healing starts 
immediately. Large soggy, edematous weepy areas are 
not so successfully treated in this way and can be better 
treated by applying a blast of dried air blown through the 
liquid air to freeze the skin. 

We have evolved a routine treatment for the severe 
cases as follows: 


(a) Liquid air locally for the itching. 

(b) A hypodermic of poison oak extract, intra- 
gluteally, and two drams poison oak extract orally im- 
mediately and one dram t.i.d until 90 cc.s. have been used. 


We have very rarely found it necessary to give more 
than one injection. 


(c) Elixir of sodium bromide, one dram, four times a 
day. The value of bromide is great and personally I use 
it on all my cases. 


(d) Calamine lotion with 1 per cent phenol and 1 or 
144 per cent menthol and 15 per cent alcohol for the 
patient to take with him for local application on new 
spots not reached by the liquid air. 

(e) Boric ointment to be used when the skin is drying 
and desquamating. 


(f) Iced mg. sulph. comp. for odema. 


Finally let me reiterate my firm conviction from the 
observation of many more than the above-quoted cases, 
that poison oak extract as described by Alderson is the 
best remedy we have at hand to halt the spread of the 
disease and that the local treatment of vesicles by freezing 
with liquid air gives immediate and lasting relief when 
applied correctly. 


Casual Mechanism of Diabetes Mellitus—The cas- 
ual mechanism of diabetes is conceived by A. E. Epstein, 
New York (Journal A. M. A.), to be as follows: Changes 
in the permeability of the capillary vessels can result in 
the passage of trypsin into the blood stream, and its ulti- 
mate entry into the liver via the portal circulation. The 
first effect of the mobilization of trypsin is a glycogenoly- 
sis with a consequent hyperglycemia and glycosuria; the 
second is the neutralization of insulin secreted into the 
blood stream, thereby causing a deficiency of active 
insulin. Epstein claims for his theory that it is in closer 
accord with experimental evidence and clinical phenom- 
ena of diabetes mellitus than any heretofore proposed. 
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OSTEOMYELITIS OF THE SKULL 
By HOWARD FLEMING, M. D., San Francisco 
A great majority of the cases reported have followed 
frontal sinus and mastoid infections. 
Cases may be classified into two types: So-called pri- 
mary, spontaneous or hematogenous osteomyelitis, and the 
secondary or contiguous variety. 


Cases of skull involvement following osteomyelitis of the 
long bones are comparatively rare. 

The treatment of osteomyelitis presents a serious problem. 

Attempts at plastic repair of bone and scalp defects 


should be delayed until all evidence of infection has sub- 
sided for some time. 


Recommended methods of treatment differ widely, and 


the surgeon cares for the isolated case with little authori- 
tative help. 


Discussion by Carl W. Rand, Los Angeles; Edward A. 
Franklin, Los Angeles; Howard C. Naffziger, San Fran- 


cisco. 

PERSONAL interest in this subject was 

stimulated by the care of a patient who has 
resisted all forms of treatment during the last twelve 
months. The literature and textbooks lead one to 
believe that osteomyelitis of the skull is a rare occur- 
rence. Scheinziss, out of a series of 1782 cases of 
osteomyelitis of the long and flat bones, reports only 
ten cases involving the skull. The number of cases 
seen recently suggests that this complication is far 
more common than supposed. Judging from the 
literature, osteomyelitis of the skull has been of most 
interest to the ear, nose, and throat specialist. A 
great majority of the cases reported have followed 
frontal sinus and mastoid infections. Osteomyelitis, 
as a complication of trauma of the skull, has received 
little attention, and this paper is largely devoted to 
a consideration of this type. 

Pott first described the disease in 1778. He ad- 
vanced the idea that symptoms were due to a bone 
contusion and extradural hemorrhage. There was 
an interval of just one hundred years until Van 
Launelongue described what we accept as the real 
etiology and pathology. 

Cases may be classified into two types, i. e., the 
so-called primary, spontaneous or hematogenous os- 
teomyelitis, and the secondary or contiguous variety. 
Our views regarding the etiology and pathology of 
infections of the skull are essentially the same as 
those advanced for osteomyelitis of the long bones. 
Trauma and local injury produce a period of low- 
ered resistance, preparing an ideal field for bacterial 
invasion. 

Previous infections play an important part, and 
the staphylococcus is the principal offender. A care- 
ful history will in a great majority of cases reveal 
previous infections that may be considered predis- 
posing or exciting factors. Furunculosis, perinephri- 
tic abscess and infected wounds often leave residual 
foci ready to invade devitalized tissues. In a small 
number of cases the other cocci, as well as typhoid 
and influenza, have been reported as the infective 
organism. 

Cases of skull involvement following osteomyeli- 
tis of the long bones are comparatively rare. Those 
cases reported in which this has occurred usually 
had multiple long bone infections prior to that of 
the skull. Metastatic infections of other bones fol- 
lowing osteomyelitis of the skull is still less fre- 
quent. 
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The frontal bone is most often the seat of infec- 
tion. The order of incidence of infection in the 
other bones is temporal, parietal and occipital. The 
contiguous sinuses and middle ear will explain the 
order of frequency. Fortunately the spread of infec- 
tion is most often toward the vertex rather than 
the base. In children the periosteal partitions may 
localize the infection to one bone. These barriers 
are not marked in adults, and the disease may spread 
rapidly from one bone to another. 


Those cases following sinus infection the oto- 
laryngologists have classified as spontaneous and 
post-operative. In both an infected sinus is the pri- 
mary cause. Osteomyelitis following operations on 
a sinus is said to have a mortality of 100 per cent, 
while that appearing without operative trauma has 
a mortality of only 60 per cent. No satisfactory ex- 
planation of this discrepancy is available, although 
most authorities are agreed as to the figures. 


The pathology is essentially the same in all types. 
Inflammatory changes appear in the scalp. There 
is oedema and swelling, but frequently no redness. 
More often the doughy tumor mass is pale and ane- 
mic, suggesting a cold abscess. These tumor masses 
may be multiple and usually overlie necrotic bone. 
The origin of the infection is in the diploe. The 
diploic structures melt away and are replaced by 
granulation tissue. Frequently, the blood vessels are 
infected and thrombosed far beyond the visible ex- 
tent of pathology. The inner and outer tables be- 
come anemic and lose their characteristic appear- 
ance. The normal color is replaced by a glistening 
pallor and the eburnated bone breaks up into large 
and small sequestrae. Fortunately, the pericranium 
is less resistant than the dura and subgaleal ab- 
scesses appear. The dura uually show a typical 
pachymeningitis externa. The microscopic picture is 
that of a purulent rarefying osteitis. 


Symptoms are usually not severe until the onset 
of complications. One is frequently amazed at oper- 
ation to see the severity and extent of the pathology 
in patients with most insignificant symptoms. In a 
small percentage of cases the course is acute, with 
the characteristic picture of osteomyelitis elsewhere. 
More often, and especially in those cases following 
trauma, the symptoms are mild and the course ex- 
ceedingly long. Many cases persist from one to two 
years, and are operated on ten to twenty times. 


Osteomyelitis of the skull in babies following 
birth trauma, is illustrated by three cases in this 
small series. All were essentially the same, and a 
description of one will be sufficient. 


The patient was the first child of young parents. 
The pregnancy was normal, but the labor difficult. 
Following delivery by forceps, large oedematous 
swellings were noted over both parietal regions and 
the left side of the neck. It was noted that the left 
side of the face did not move as well as the right, 
the eye remaining open, and the mouth drooping. 
The left eye slit and pupil was smaller than the 
right. No weakness of left hand and leg was noted. 
The swelling in the right parietal region did not 
subside, and at the age of one month became red- 
dened and inflamed. On two occasions yellow 
greenish pus was evacuated. 


CALIFORNIA AND WESTERN MEDICINE 





Vol. XXIII, No. 8 





The baby was nine weeks old at the time of the 
examination. The swelling had subsided somewhat. 
There was a left facial paralysis of the peripheral 
type; also a left endopthalmus and inequality of 
pupils, the right being larger than the left. All 
nerve findings were thought to be due to the periph- 
eral seventh and sympathetic nerves. No evidence 
of central irritation or damage was found. X-rays 
revealed a decalcified area the size of a dime in the 
right parietal bone. 


Operation uncovered a small area of osteomyeli- 
tis and pachymeningitis externa. Cultures taken of 
the purulent matter were reported positive for 
staphylococcus aureus. The wound continued to 
drain for some time, but eventually healed. 


It is very possible that many of the so-called in- 
fected hematomas seen in new-born babies are in 
reality cases of low-grade osteomyelitis. Frequently, 
the virulence of the infecting organism is low and 
the resistance high, and no doubt spontaneous heal- 
ing occasionally takes place. 


The second case is characteristic of a series of 
three. A man 45 years old was injured by having 
his head crushed in a cement block press. The vault 
was so badly dislocated from the base that the emer- 
gency surgeon did nothing more than reshape the 
head and put the skull cap in place. The patient 
bled profusely from the nose and both ears for six- 
teen hours. To everyone’s surprise he made an un- 
eventful recovery. Six months after the accident 
the following findings were noted. Marked asym- 
metry of the vault; anosmia; right-sided primary 
optic atrophy, and hypesthesia of the left side of the 
face. During his convalescence the patient had ery- 
sipelas and acute suppurative arthritis of the ankle, 
which necessitated drainage. Two months after this 
complication an abscess and sinus appeared over the 
skull fracture line, which had been well fibrosed. 
Operation revealed an osteomyelitis and pachymen- 
ingitis. The fistula was permanently closed in about 
six weeks, 

This case offers many points of interest. The 
question arises whether a latent infection in the 
skull injury was responsible for the arthritis, or the 
arthritis of the ankle was the etiological factor caus- 
ing the osteomyelitis of the skull. It is also possible 
that there was no relation between the two or that 
both were due in turn to some third focus of infec- 
tion. The facts would rather suggest that the skull 
injury produced an area of lowered resistance sus- 
ceptible to the invading organism present during the 
acute suppurative arthritis. 

The third case is the one that prompted a review 
of the literature and report of these cases. Injured 
over one year ago, the patient is still unhealed. A 
man of 43 was struck in the right parieto-frontal 
region by the handle of a derrick wheel. He suf- 
fered a long scalp wound and a comminuted frac- 
ture of the skull. The wound was sutured to con- 
trol bleeding. About ten days after injury the 
wound began to discharge pus. At the time of our 
first examination he had a widely separated scalp 
wound. The bone fragments appeared pale and 
glistening. Synchronous with each pulsation a yel- 
low purulent material exuded from the fissures. 
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X-rays revealed marked fragmentation of right pari- 
etal region and fracture lines extending to the base. 


At operation the fragments of bone were found 
to be large sequestra of the outer table only. These 
were floating in pus. All loose fragments were re- 
moved and the margins of the periphery rongeured 
away. All diseased-appearing bone was removed and 
healthy dura exposed on all sides. The wound was 
sutured in part, leaving ample drainage. 


Since the original operation, seven attempts have 
been made, either to remove the infected bone or 
close the defect in the scalp. Nearly all the meas- 
ures recommended as effective in the treatment of 
osteomyelitis have been tried, without permanent 
success. So much skull and scalp have been removed 
and lost by repeated operations that the defect is 
alarming. Bone has been removed from the mid- 
line on the vertex to the zygomatic arch, and the 
longitudinal dimension of the defect is larger. Re- 
cent x-rays suggest an extention of the osteomyelitis 
to the left side. 


The last two operations were attempted with 
the conviction that only the most radical meas- 
ures would effect a cure. All suspicious-appearing 
bone was rongeured away and the rough edges 
smoothed down with a chisel. The use of the chisel 
was the result of a suggestion by Doctor Edward 
Bull. It was thought that devitalized bone on the 
margin of the defect was produced by the crushing 
effect of the rongeurs, and increased the danger of 
spreading the infection. With a sharp gouge or 
chisel, the rough edges may be eliminated without 
traumatizing the residual bone. In dissecting the 
galea every precaution was taken to avoid injury to 
the pericranium. However, in spite of these pre- 
cautions, signs of further infection appeared, neces- 
sitating opening the wound widely. 

Prior to the injury and bone infection, the patient 
states he was singularly free from all skin infec- 
tions. During the last year he has had numerous 
boils and furuncles. It would seem that the patient 
had lost all resistance to the staphylococcus or- 
ganism. 


The last case is one of osteomyelitis following 
operation on the frontal sinuses. A middle-aged 
man had radical external operations on both fron- 
tal sinuses. Progressive symptoms suggested intra- 
cranial complications. The frontal bone was found 
to be involved in an infectious process extending 
from the sinuses. A large cerebral abscess was 
evacuated from the frontal lobe. The fatal outcome 
adds another case to substantiate the 100 per cent 
mortality figures for such cases. 

The diagnosis and treatment of bone injury and 
infection is of primary interest only to the surgeon. 
The complications of osteomyelitis of the skull often 
present interesting and difficult neurological prob- 
lems. These complications, in the order of frequency, 
are extradural abscess, pachymeningitis, lepto-men- 
ingitis, cerebral abscess—subdural abscess and sinus 
thrombosis. The infection travels by direct exten- 
sion through contiguous surfaces or along the route 
of the cranial nerve sheaths. In some cases the large 
sinuses are infected by way of diploic and emissary 
veins. 
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If the cerebral pathology occurs in the so-called 
silent areas, repeated neurological examinations may 
fail to localize the site. Often an abscess may obtain 
considerable size and produce signs of marked intra- 
cranial pressure without producing signs of localiz- 
ing value. In cases where cerebral abscess occurs as 
a late complication of osteomyelitis, the abscess is 
usually in the immediate vicinity or underlying the 
diseased bone. In the more virulent cases the ab- 
scess may be found at some distance. No doubt 
those cases are due to metastatic or embolic causes 
rather than direct extension. 


The treatment of osteomyelitis presents a serious 
problem. The proper care of head injuries, espe- 
cially compound fractures, will prevent a large num- 
ber of cases. Every case should be considered poten- 
tially if not actually infected. Cases seen in the 
first twenty-four hours may be debrided and closed. 
Those seen at a later time should be left wide open. 


Any scalp wound that fails to heal promptly 
should lead one to suspect an underlying osteomyeli- 
tis. Frequently, x-rays do not reveal evidence of 
osteomyelitis until the process is well advanced. 


Local anesthesia is well adapted for use in these 
cases if the infiltration can be made at some distance 
from the infected area. The bleeding is minimized, 
making exposure and inspection easy. Wound edges 
and sinuses should be excised. All loose fragments 
should be removed and, in addition, a margin of 
what appears to be healthy bone. The appearance 
of the dura is often the best indication of the extent 
of the pathology. Care must be taken to avoid 
trauma to the dura. In those cases where intra- 
dural complications are suspected, a careful inspec- 
tion and palpation of the dura will often reveal evi- 
dence of a stalk or sinus leading to the underlying 
pathology. In such cases the abscess cavity may be 
drained without gross infection of the surrounding 
tissues. 


Frequently, the surgeon is loathe to excise as 
much bone as experience with such conditions would 
dictate. Unless one makes it the rule to remove a 
wide margin of supposedly healthy bone, repeated 
operations and poor results will occur. Care must 
be taken not to disturb the pericranium beyond the 
line of excision. The rough margins following the 
use of rongeurs can be smoothed off with a chisel 
with slight trauma. 


Attempts at plastic repair of bone and scalp de- 
fects should be delayed until all evidence of infec- 
tion has subsided for some time. Frequently, infec- 
tion remains dormant when the tissues are fully ex- 
posed, only to flare up when closure is attempted. 
Too hasty or ill-advised attempts at closure sacri- 
fice covering tissues, and adhesions between galea 
and pericranium interfere with later efforts. 

Several other methods of therapy may be used as 
adjuncts to surgery. Local disinfectants, such as 
mercurochrome, gentian violet, alcohol, and iodine 
have proved useful. Autogenous vaccines and intra- 
venous dye therapy have given good results as acces- 
sary agents. German authorities highly recommend 
the use of various artificial lights. 

In conclusion, let me urge that more cases of 
osteomyelitis of the skull be reported. It would ap- 
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pear that the prevalence and seriousness of this com- 
plication has not been properly emphasized. Recom- 
mended methods of treatment differ widely, and the 
surgeon cares for the isolated case with little au- 
thoritative help. 


380 Post Street. 


DISCUSSION 


Dr. Cart W. Ranp (Pacific Mutual Building, Los 


Angeles)—I did not know that osteomyelitis of the 
skull was so rare. The few cases which I have seen 
have been secondary to frontal sinusitis or mastoiditis, 
or resulting from compound, comminuted skull frac- 
ture. One instance was that of a new-born child with 
infection following instrumental delivery which spread 
under the pericranium. This yielded to sunlight treat- 
ment. When he was seen five years later, a definite 
thickening of the skull in this region was felt. I 
would emphasize greater care in the early treatment 
of cases of compound skull fracture. If the tissues 
are very carefully handled and thoroughly cleansed, 
not infrequently the loose fragments of bone can be 
saved without resulting osteomyelitis. Once this 
pathology exists, however, general upbuilding of the 
patient is an important adjunct to surgical interfer- 
ence. 

Epwarp A. Frank.in, M.D. (Bank of Italy Building, 
Los Angeles)—Closer co-operation between internist 
and surgeon is clearly indicated in osteomyelitis. One 
of Doctor Fleming’s cases in which healing has re- 
sisted frequent and extensive surgical procedures 
owing to lowered resistance of infection, emphasizes 
this fact. 

Haemic and metabolic studies are of prime impor- 
tance in discovering associated complications engen- 
dered by enforced and unhealthful change of patient’s 
environment during prolonged hospitalization. Spe- 
cial hygienic and dietetic measures suited to the indi- 
vidual are of prime importance as an adjuvant to 
surgical treatment. 


Howarp C. Narrzicer, M.D. (380 Post Street, San 
Francisco)—In the treatment of osteomyelitis of the 
skull one is often impressed by the tendency of the 
infection to spread for long distances along the diploeic 
channels. These must be followed to their termina- 
tions. With soft dural granulations and purulent col- 
lections between dura and bone, extensive removal of 
the full thickness of bone seems imperative. When, 
however, there is only bare, porous appearing outer 
table, with perhaps some diploeic infection, free re- 
moval of the outer table or multiple perforations of 
the outer table alone as suggested some years ago 
by Dr. Charles Mayo serves to permit vascularization 
of the area and permit rapid granulations with sep- 
aration of the outer table. Such a plan leaves a bony 
covering over the dura and epithelization is rapid. 
In such cases large bone defects can be avoided. 

In one instance I have seen a subgaleal abscess 
occur in the course of a septicaemia. When this pa- 
tient was first examined he presented also a hemi- 
plegia of the opposite side of the body and his optic 
discs-were choked. Incision of the scalp abscess re- 
vealed denuded, porous-appearing bone. An opening 
through this bone revealed no pus in the diploe, but 
the dura was soft, thickened and blotter-like. Punc- 
ture of this revealed a huge intra-cerebral abscess. 
In a second patient a scalp abscess was similarly asso- 
ciated with an intra-cergebral abscess with but little 
gross change in the intervening bone. Scalp abscesses 
asseciated with signs of intra-cranial involvement 
should cause us to keep such collar-button collections 
in mind. 

Another experience with a staphylococcus infection 
complicating a luetic osteomyelitis makes me feel that 
this combination likewise should not be forgotten. In 
these, sufficient perforations in the bone to give ade- 
quate drainage for the acute infection should be fol- 
lowed by intensive anti-syphilitic treatment before 
any more radical operative treatment is instituted. 
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Doctor Fieminc (closing) —I heartily agree with 
Doctor Rand and Doctor, Franklin that all medical 
measures that will be helpful and increase the pa- 
tient’s general resistance must be used in conjunction 
with surgery. However, osteomyelitis of the skull 
requires the same surgical drainage and prompt meas- 
ures given bone infections elsewhere. 

It may be of interest to note that the third case 
reported in the paper is now entirely healed. A plastic 
operation done a short time after the writing of the 
paper covered the defect with scalp and galea except 
for a small area. Scar tissue eventually covered the 
exposed dura. There is no sign of inflammation and 
we are hopeful that the lesion is permanently healed. 
The patient is back at work, but occasionally has at- 
tacks of weakness in the left arm and hand. At some 
future date another attempt to cover the dura entirely 
with normal scalp will be made. 


THE ARTIFICIAL FEEDING OF NEWLY 
BORN INFANTS 


By Wuu1aM M. Happ, M.D., Los Angeles 


The birth-weight loss can be prevented by the supple- 
mentary feeding of a sufficiently concentrated food. 

The procedure is not indicated in full-term babies of 
seven pounds or those nursing normal mothers. 

The indications in which the prevention of the birth- 
weight loss is desirable are chiefly prematurity, small in- 
fants, post-partum illness of the mother, and twins. In 
these instances serious subsequent consequences in the in- 
fant may be avoided. 

The digestive tract of the newly born infant can toler- 
ate a fairly concentrated food, the advantages of which 
are outlined. 


Discussion by Harold K. Faber, San Francisco; Her- 
bert M. Coulter, Pasadena; J. C. Cummings, Carpenteria; 
Victor E. Stork, Los Angeles. 


i eeey born infants, as is well known, lose 
weight after birth, and recover the loss after 
eight to ten days, sometimes longer. This phenome- 
non has been called the “physiological loss of weight 
in the newly born,”—physiological because it occurs 
in normal infants, nursing normal mothers. Physi- 
cians have attempted to explain the loss as a natural 
process, and have assumed that nature did not intend 
that the infant take food just after its birth and so 
supplied it for several days with colostrum, a fluid 
of relatively low nutritive value. Breast milk, in 
most cases, becomes ample only after the first week. 
Recently, the physiological nature of this initial loss 
has been questioned, and many workers now regard 
the loss as due to a state of semi-starvation, which is 
not only unnecessary, but in certain instances be- 
comes of serious moment, especially in weak infants 
or in those prematurely born. 


Figures from various sources show that the loss 
in weight during the first few days of life in normal 
breast-fed babies amounts to 8 to 10 per cent of 
the body weight. This loss is greater in first-born 
than in subsequent babies. (See Chart I.) 

Coincident with the loss in weight there is an ele- 
vation in temperature, usually called dehydration or 
inanition fever, which is present in proportion to the 
loss in body weight. Practically all normal babies 
losing as much as 10 per cent of their body weight 
have elevations in temperature, if no means be taken 
for its prevention. (Chart I.) 
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CHART I 
(From Von Reuss) 


The upper figures give the average birth weight 
loss for various weights. The lower figures show the 
increasing loss in weight. 


AVERAGE BIRTH WEIGHT LOSS PER CENT 


(Hery and Pies) 
Primiparae Multiparae 
Per cent Per cent 
9.3-11.2 7.6-8.2 
7.1— 8.3 6.3-6.2 
7.4- 9.0 5.6-8.1 
3510-4000 6.0— 9.7 6.1-8.7 
4010-4500 5 . 6.6— 8.4 5.9-8.3 
Average 9.3 8.0 


AVERAGE FOR INANITION FEVER 


Birth weight Fever 
Loss—Gms. Per cent 
200 0 
200-300 5.4 
300-500 26.3 
500-720 55.5 


———Weight——_ 
Gms. Lbs. 


2000-2500 
2510-3000 
3010-3500 


Let us consider briefly the factors behind these 
two phenomena. There is a theoretical loss in the 
first twenty-four hours after birth, due to the loss 
from the body of the following: meconium; vernix, 
caseosa; urine, drying. This amounts, in the average 
seven and one-half pound baby, to about 5 ounces. 
This loss only can be interpreted as physiological. 
Further loss represents the negative difference be- 
tween the actual minimum requirement of the baby 
and the amount of the food ingested. 


According to the studies of Heubner, Benedict 
and Talbot, and others, the basal requirement dur- 
ing the first ten days of life is 40 calories per kilo- 
gram, the maintenance 65, and the optimum about 
100 calories per kilogram. 


In addition to meeting its basal metabolism, which 
is 45.to 55 calories per kilogram, the newly born in- 
fant must receive, to remain in equilibrium and to 
gain in weight, additional food to account for 
growth, 10 to 20 calories per kilogram, digestion 
4 to 6, muscular activity 20 to 30, and waste 8 to 
12, making a total of 87 to 123 calories per kilo- 
gram required (Faber). (See Chart II.) 


Taking the figures of von Reuss for the actual in- 
take of breast-fed babies, determined by weighing 
before and after nursing, we find that the infant re- 
ceives during the first twenty-four hours practically 
no food, during the second, about 30 calories per 
kilogram, etc. Not until the fourth day does he re- 
ceive his maintenance requirement of 65, and at no 
time during the first ten days does he receive his 
optimum. 


The result is that, during the first four days, 
there is a loss in weight beyond the purely physio- 
logical. The curves given by Faber (dotted line, 
Chart II) show even lower intake than those of 
von Reuss, and in his studies the basal requirement 
is not reached until the sixth day, and at no time 
during the first ten days was the maintenance re- 
quirement met. 

In addition to deficient food, the baby receives 
during the first few days deficient fluid, i. e., water. 
It has been shown recently by Schick, Bakwin, Bach- 
mann, and others that the giving of fluid supplemen- 
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tary * to the breast will reduce but not prevent the 
birth weight loss, but that it will prevent the initial 
fever. The fever is, therefore, interpreted as a de- 
hydration fever, preventable both by giving of addi- 
tional food and additional fluid. 


Fishberg cites interesting incidents to show that, 
for a long time, it has been the practice among the 
laity to prevent this initial loss by giving of supple- 
mentary food. 

He states that Soranus, a Roman physician of the 
second century, cited the giving of honey to newly 
born infants, and, according to Turner, the natives 
of the Fiji Islands gave chewed-up cocoanut or 
sugar-cane mixture, and in ancient India infants 
after birth received honey, butter, and various plants 
containing sugar. The practice of giving sugar solu- 
tions was common in Europe. Nicholas Culpepper, 
in his Directory for Midwives, 1693, advises the giv- 
ing of honey to the newly born. 


Studies have shown, furthermore, that not only 
can the digestive tract of the newly born tolerate 
food immediately after birth, but that a variety of 
foods, such as sugar solutions, half-milk plus sugar, 
whole milk plus sugar, human milk alone or with 
sugar, given to newly born infants supplementary 
to the breast, prevent the initial loss of weight and 
the fever, and cause no digestive disturbances in the 
babies (Schick). 

Animals nurse immediately after birth from fairly 
full udders, and the initial weight loss is insignifi- 
cant as compared with human beings (Kehrer, 
quoted by Backman). The modern human mother 
fails to supply her infant with food, but this is not 
due to the failure of the infant to digest it. The 
digestive tract seems to be mature at birth. 

On the obstetrical service at the Los Angeles 
General Hospital, I attempted to prevent: the birth 
weight loss in a series of infants: These were taken 
at random by the nurse, and were per routine put 
to breast eight hours after delivery and nursed every 
four hours, following which they were given a bottle 
containing: Skim milk, 20 ounces; dextri maltose 
No. 1, 2 ounces. In other words, 10 per cent carbo- 
hydrate added to skim milk. 

The caloric value of this mixture is approximately 
24 calories per ounce, with the following percent- 
ages: Fat, 0.5; protein, 3.5; carbohydrate, 14.5; 
salts, 0.75. 

The infants were offered 2 ounces, and the 
amount taken recorded. The mixture was chosen 
as one containing a high caloric value per unit of 
volume, the calories being made up chiefly by carbo- 
hydrate, as it is well known that infants tolerate 
relatively high percentage of carbohydrate, provided 
the fat be kept low. Taking the figures of von Reuss 
for the average breast intake, I computed, from the 
series of fifty infants who received supplementary 
feeding, the caloric equivalent. The results are 
shown in Chart III. ; 

The average amounts taken are charted in cal- 
ories. The upper weight curve is the average weight 
curve of the fifty infants. It shows that the average 
birth weight was seven and one-half pounds, the 


*In this paper the term “supplementary” is used as 
synonymous with “complementary”; that is, a feeding 
given after the breast-feeding. 
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REQUIREMENT FROM 5’ DAY 

: (FABER) 
BASAL e .« 
GROWTH 10 - 20 
DIGESTION 4 6 
MUS; ACTIVITY 20 30 
WASTE 8 - 12 


TOTAL 87 -/23 


Shows the requirement for minimum maintenance and optimum in the newly born. The weuer curve 
shows the daily energy quotient for the babies on supplementary feeding in our series. The middle repre- 


sents the E. 
breast-fed babies in Faber’s series. 


average loss in the first twenty-four hours 5 ounces, 
and following this no further loss, but a steady gain, 
reaching the birth weight on the fifth day, and at 
discharge at the tenth day averaging one-half pound 
over birth weight. 

The explanation of this is found in Chart II. 
The basal requirement is met at the end of twenty- 
four hours, the maintenance on the second day, and 
the optimum on the fourth day. From the fourth 
day these babies received their requirement as calcu- 
lated by Faber (87 to 123 calories per kilogram). 

In none of these fifty babies was there any eleva- 


. for breast-fed babies from von Reuss’ figures. The lower dotted curve shows the B. Q. for 


tion of temperature, although elevations were com- 
mon in the control babies. 


This series and those of the above-mentioned au- 
thors shows conclusively that the birth weight loss 
can be prevented without harm to the baby. 

I wish to emphasize that I do not recommend 
this procedure as a routine. In normal babies, with 
birth weights over seven pounds nursing healthy 
mothers, it is unnecessary. In the following in- 
stances, however, the indications for supplement- 
ing the feeding of the newly born baby are fairly 
definite. 
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The upper curves represent the daily weight curves in the babies of our series, receiving supplementary 
feeding, and of von Reuss’ average for breast-fed babiurves and the figures for total caloric intake below. 
The total caloric intake is recorded in the lower ces. 


1. All babies with birth weight under six pounds. 

2. All premature infants. 

3. »Babies whose mothers are ill, as after pro- 
longed, exhaustive labor, operative delivery, Cesarean 
section, puerperal infection, eclampsia and nephritis, 
post-partum operation. 


4. Twins. 


It-must be remembered that, granting the indica- 


tions for supplementing the breast-feeding, it is 
highly advisable to supplement with a food suffi- 
ciently concentrated to give an adequate number of 
calories in the smallest bulk. Babies will take, dur- 
ing the first twenty-four hours, only one-half to 
1 ounce supplementary, and from the second tu 
fourth day 1 to 2 ounces. 

The older methods of feeding very weak mixtures, 
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such as half or one-third milk diluted with water, 
fails to give an adequate caloric intake, even though 
2 ounces be taken. There is no harm in giving whole 
milk with some or all of the fat removed and with 
the addition of 5 to 10 per cent carbohydrate. Lac- 
tic acid may be added to the formula, although this 
was not done in the above series. There is good 
reason for believing that whole milk undiluted will 
be better tolerated if lactic acid be added. 


Breast milk can be used as supplementary feed- 
ing, if sufficient amounts be obtainable, but it is ad- 
visable to add 5 to 10 per cent carbohydrate to fur- 
ther increase its caloric value. 

The above principles of concentrated feeding, so 
popularized in recent years by Piquet and by Finkel- 
stein, are of inestimable value, not only in the feed- 
ing of the newly born supplementary to the breast, 
but in the artificial feeding of newly born infants 
whose mothers die at birth, and of premature in- 
fants. I have fed newly born babies deprived of 
mother’s milk 2 per cent undiluted lactic acid milk 
plus sugar from birth, with steady gain in weight 
and without digestive disturbance. 

It is extremely desirable to prevent the birth- 
weight loss in premature babies. The technical diffi- 
culties in feeding such babies are very great, and the 
initial loss may be sufficient to cause the death of the 
infant. As the caloric requirement is high (140-200 
calories per kilogram) and the amount which the 
premature will take at a feeding is small, the indi- 
cations for concentrated feedings are obvious. I have 
used breast milk with the addition of 5 to 10 per 
cent dextri maltose, and when this was not available 
either a two-thirds whole milk mixture or whole 
lactic acid milk, to which 5 to 10 per cent dextri 
maltose or karo syrup was added. In this way the 
optimum requirement can be supplied very early, 
and good gains in weight obtained. 


CONCLUSIONS 


1. The birth-weight loss can be prevented by the 
supplementary feeding of a sufficiently concentrated 
food. 


2. This can be accomplished without harm to the 
baby. 

3. The procedure is not indicated in full-term 
babies of seven pounds or over nursing normal 
mothers. 


4. The indications in which the prevention of the 
birth-weight loss is desirable are chiefly prematurity, 
small infants, post-partum illness of the mother, and 
twins. In these instances serious subsequent conse- 
quences in the infant may be avoided. 


5. The digestive tract of the newly born infant 
can tolerate a fairly concentrated food, the advan- 
tages of which are outlined. 


523 West Sixth Street. - 
DISC USSION 


Harotp K. Faser, M.D. (Stanford University Medical 
School, San Francisco)—It is well to point out again, as 
Dr. Happ has done, the fact that Nature’s provision for 
the nutrition of the first two or three days of life of the 
human species is defective, and may lead—in the case 
particularly of premature or weakly infants—to unfavor- 
able or even calamitous consequences if artificial assist- 
ance is not given. There has been too much superstition 
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of the perfection of Nature’s arrangements, with a rather 
widespread belief in the turpitude of interference with 
them when other foods than-breast milk are given to the 
new-born. The young of nearly all mammals take other 
food than homologous breast milk very soon after birth. 

It is, of course, not necessary to give supplemental feed- 
ing to well-nourished, large infants until there is definite 
indication for it. Happ has wisely limited his indications 
to those infants whose store of body fat and water is pre- 
sumptively small at birth. 

Of much interest is Happ’s statement that new-born 
infants in his service suffered no digestive disturbance 
from undiluted (though skimmed) cow’s milk. This is 
certainly a sign of vigorous digestive function, since the 
interference with enzymatic activity caused by the buffer 
substances in cow’s milk is considerable. The use of acid 
to lessen the buffer effect is now generally regarded as 
desirable, when undiluted milk is employed. This appears 
to be Happ’s present practice. 


Hersert M. Courter, M.D. (1949 Huntington Drive, 
Pasadena, Calif.) —It was my privilege to have been in 
Europe about the same time as was Dr. Happ and to have 
observed the work of Finklestein, Shick, and Pirquet re- 
garding the supplementary feeding of the new-born in- 
fant. Pirquet had the same idea in mind as Happ, when 
he devised the decinem siqua as a means of determining 
the amount of food that an infant should have. Using the 
sitting height instead of the weight or age as an index, 
he found that it required, in terms of Nem., three-tenths 
of the sitting height squared for metabolism alone with 
an addition of from one-tenth for growth, and a further 
addition of from one-tenth to three-tenths for exercise. 
This figures out about 45 calories per kilogram for me- 
tabolism, 60 calories for metabolism plus growth, and 
from 75 to 105 calories for metabolism growth and exer- 
cise, varying according to the degree of exercise indulged 
in by the infant. 

I quite agree with Happ, when he says that the new- 
born infant tolerates a relatively high percentage of car- 
bohydrate when the fat content is kept low in a concen- 
trated formula. During my service at the Los Angeles 
General Hospital, following the report of Meyer of Chi- 
cago, I used sweetened condensed milk, with the result 
that, out of a series of fifty babies fed on a formula con- 
taining about 22 calories per ounce, six of them showed 
no loss of birth weight and began to gain after seventy- 
two hours. At present, under the service of Metzner, 
honey is being tried out as a substitute for sugar. Shick 
found, in Vienna, that breast milk, augmented by the 
addition of cane sugar to the extent of increasing its 
caloric content twice or even thrice its original value, 
was well tolerated by the new-born and did much to 
diminish the length of time before the infant regained its 
birth weight. 

There can be no doubt that breast milk is the best food 
for a new-born infant, and, by robbing Peter to pay Paul, 
and with the help of an Abt electric breast pump, we are 
able at the Los Angeles General Hospital to furnish 
enough breast milk for those groups of babies who re- 
quire supplementary artificial feeding as set down by 
Happ. 

As for a carbohydrate to further concentrate the breast 
milk, it would seem, from the foregoing data, that there 
are many, such as corn syrup, cane sugar, honey, and 
sweetened, condensed milk, which are cheap and may be 
purchased at the grocery store, in place of the drug store. 


J. C. Cummines, M.D. (Coast Highway, Carpenteria, 
Calif.) —The supplemental feeding of new-born babies is 
a very important factor in their welfare. Dr. Happ has 
weighed the problem in a most delicate form, and I wish 
to compliment him on the earnest, interesting, and instruc- 
tive paper. 

Regarding loss of weight in the new-born, I think there 
are several angles from which we might survey the field: 
First. Shock from unnecessary handling and sudden 
change of room temperature. Second. Dehydration. Third. 
Insufficient food. 

During a visit to the obstetrical department of the 
Columbia University last year, I was interested in ob- 
serving their delivery routine and follow-up treatment of 
the new-born. As a preventive to shock from sudden ex- 

osure to room temperature, they were using an electric- 

eated tent about four feet square which was arranged 
snugly over the mother’s hips during delivery, and the 
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baby was washed and dressed before it was removed 
from the tent, which had an average temperature of 100 
degrees F. 

Supplemental feeding was started four hours following 
delivery, and all unnecessary handling of baby was elimi- 
nated, and all charts revealed an increase of weight dur- 
ing the first week. 

During the past two years I have been feeding new- 
born babies 60 calories per kilogram of skimmed milk 
and dextro-maltose, four hours following delivery, and 
feel very much encouraged by this routine. 

I am satisfied that the supplemental feeding that has 
been outlined by Happ is the proper procedure in retain- 
ing and increasing the weight curve in new-born babies. 


Victor E. Stork, M.D. (Medical Office Building, Los 
Angeles)—The data, logic, and conclusions presented by 
Dr. Happ in this paper seemed to me perfectly sane, and 
in general they are in line with our present practice in 
infant-feeding. 

One point, I believe, should have special emphasis, and 
at the same time slight modification. The point to be em- 
phasized is that it is neither necessary nor desirable to 
prevent the initial loss in normal, full-term, well-nour- 
ished babies, by giving supplementary food. I know of no 
evidence to show that this type of baby suffers any ill 
after-effects from this initial loss in weight. 

When one gives any sort of supplementary food to a 
new-born infant, the breast milk supply of that infant is 
put in jeopardy. It will be more difficult in that case to 
establish and maintain an adequate breast milk supply. 
The weaning process has been started. This is the real 
reason for avoiding supplementary feeding when it is 
possible to do so. This effect of extra food in diminishing 
the breast milk supply constitutes the danger which Happ 
has himself pointed out in another article on “The Feed- 
ing of New Born Infants,” in the November number of 
Better Health. 

When it is realized that the smaller, more feeble, or 
premature infants, constitute the very group which should, 
above all, receive an adequate amount of breast milk, it 
becomes obvious that considerable discrimination is neces- 
sary in choosing the infants who appear to need supple- 
mentary feeding. 

Dr. Happ does not say whether he is usually able to 
discontinue the supplementary feedings after one or two 
weeks and establish an adequate breast milk supply. 
There is usually considerable difficulty in getting away 
from the bottle once it is started. So many small babies, 
twins, and even prematures, accept their initial loss in 
weight and do well later on exclusive breast-feeding, that 
I should be inclined to make the indications for giving 
extra food a little more limited. 

When it does seem necessary, however, to prevent 
trouble by giving extra food, the method of doing this, 
outlined by Happ, seems entirely desirable. 


The Effect of Ultraviolet Rays—The effect of ultra- 
violet rays on varying concentrations of the follicular 
hormone has been determined by Edgar Allen and M. M. 
Ellis, Columbia, Mo. (Journal A. M. A.). It was found 
that exposure to ultraviolet rays in air destroys both the 
ovarian hormone and the placental hormone, and further, 
that the action is on the hormones rather than on the 
oil used as a solvent. The positive test in a 1:3 dilu- 
tion of the irradiated extract in the second series and the 
two indeterminate tests of irradiated residues in the 
third series indicate that the destruction of these hor- 
mones is gradual rather than sudden. This destruction 
of these hormones by the ultraviolet rays may possibly 
be associated with some oxidative change, as it is well 
known that ultraviolet rays promote the oxidation of 
some substances and also the molecular oxygen is partly 
transformed by ultraviolet rays into ozone. 


Cholecystitis and Cholelithiasis in Young Children 
—Three cases of gallbladder disease in children under 
10 years of age are reported by C. C. Snyder, Pasadena, 
Calif. (Journal A. M. A.). The children were aged 4, 
51% and 9% years, respectively. The patients were 
operated on, and in each case drainage was followed 
by uneventful recovery. The preoperative diagnosis in 
these three cases was acute appendicitis. 
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THE PROSTATE AND ITS INFLUENCE ON 
LOW-BACK PAIN 


By Lionet P. PLayer, M. D., San Francisco 


(From the Department of Urology, University of 
California) 


Until recently writers considered pain in the back due 
entirely to static conditions, muscle or ligament strain, 
and nerve involvement, excluding arthritis patients. 

Eradicating the focal infection of the prostate and 
seminal vesicles, as well as the tonsils, teeth, adenoids, 
appendix, etc., will cure cases of myalgia, myositis, syno- 
wvitis, and neuritis. 

Orthopedic surgeons find in backache associated with 
prostatitis, x-ray lesions of the pelvic joints in an average 
of 25 per cent of patients. 

One of the most important causes of backache in man 
is prostatitis. Routine examination of the prostate should 
be made in all male patients complaining of backache, 
and, if involved, proper treatment given. 


Discussion by Fraser L. Macpherson, C. P. Mathe, 
George J. McChesney, H. H. Markel, San Francisco. 


| CONSIDERING the subject of the prostate 
and its influence on low-back pain, one must bear 
in mind the intimate relationship of the prostate and 
seminal vesicles. I voice the opinion of other investi- 
gators when in stating that prostatitis and seminal 
vesiculitis almost invariably occur together, and so I 
will consider them as a unit. 


Backache is a common complaint, and patients 
usually seek relief at the hands of the physician or 
the orthopedic surgeon. If less enlightened, but in- 
fluenced by glaring advertisements, they may take 
treatment from an osteopath or chiropractor. 


The urologist sees these patients frequently when 
urological symptoms are uppermost (on many occa- 
sions in the clinic particularly, back pain has errone- 
ously been called kidney pain by the patient) and 
backache not so prominent, but usually in consulta- 
tion with the family physician or the orthopedic sur- 
geon who is endeavoring to discover a focus of infec- 
tion which may be the etiological factor in sacro-iliac 
or lumbo-sacral joint inflammation. I am not assum- 
ing that prostatitis is the sole factor in backache, be- 
cause such localized pain may be the result of foci 
elsewhere. I am positive that backache does exist, 
however, when inflammation of the prostate is the 
only discoverable site of infection. 


I am purposely excluding tuberculosis of the spine 
or genito-urinary system, lues, malignancy, organic 
nervous diseases, and fractures of the spine or joints 
under discussion. Acute gonorrhea is also excluded, 
since in the acute stage this disease shows a predilec- 
tion for other joints primarily. 

In the past three years I have incorporated the 
question of backache in taking routine urological 
histories, and this paper is based on one hundred 
such histories—our findings and treatment in these 
chronic cases. 


It may be well to mention here that female low 
backache may be due to pyelitis, ureteritis, cystitis, 
trigonitis, urethritis, urethral stricture, or poly- 
pus—exclusive of or with pelvic inflammatory con- 
ditions. Treatment directed to such conditions, ex- 
clusive of pelvic inflammatory disease, will often 
relieve backache if they are the only foci existing. 

The question of accompanying foci in the sinuses, 
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teeth, tonsils, is highly important, for, in looking 
over a large number of histories, it was evident that, 
unless all possfble foci were treated along with pros- 
tatitis, improvement was slow and recurrence the 
rule. 


Some authors disregard or fail to mention focal 
infection as a cause of backache. Others discussed 
this symptom before focal infection was considered 
a factor. Robert W. Lovett omits purposely tuber- 
culosis of the spine, organic nervous diseases and 
spinal fractures in his paper on “Backache and Pros- 
tatitis,” and considers three etiological possibilities: 

1. Disease or displacement of joints. 

2. Traumatism to the back. 


3. Arthritis of the spine. 


He also adds two more classes which cover forty- 
one out of eighty-three of his cases: 


A. Static in origin, due to overstrain of posterior 
musculature and pain due to irritation of muscles, 
ligaments, and fasciae. 


B. Special. strain or relaxation of sacro-iliac 
joints. 

The static A type he says is caused by forward 
displacement of center of gravity with undue strain 
on posterior muscles, which causes pain in these mus- 
cles and fasciae. As a result of this forward dis- 
placement the author admits of strain on sacro- 
iliac joint, but thinks the pain is in the muscles and 
fasciae and not in the joint. Lovett refers to Roland 
O. Meisenbach’s article (2), in which this investi- 
gator attempts to prove that the sacro-iliac joint is 
a true joint and reports eighty-four pathological con- 
ditions. This paper preceded any work on focal in- 
fection. In his cases of sacro-iliac relaxation he 
classifies the following types: traumatic, general de- 
bility, uterine, neurotic. He claims in pregnancy 
that the sacro-iliac syncondrosis yields and admits 
motion. He with Dr. Albee proved, by injecting 
methylene blue in the joints of cadavers, that it is 
a true joint and has all the anatomical structures, 
i. e., hyaline cartilage, synovial membrane, and sup- 
porting ligaments. One of the chief reasons for re- 
laxation of this joint is that the sacrum may be so 
pulled out of place in its articulation with the ilium 
that there is a pressure on the nerves, with resulting 
sciatica. Also undue forward position of the body 
with a relaxed joint would keep it pulled out of 
place and produce pain in that region. If this is 
taken into consideration, together with focal infec- 
tions in the pelvic viscera, prostate seminal vesicles, 
and elsewhere, one can understand why, with a syno- 
vitis developed, there would be pain in the sacro-iliac 
or even the lumbo-sacral joints, especially when one 
is familiar with the selective action of bacteria as de- 
scribed by Rosenow. Lovett denies that there is any 
evidence to prove slipping of the sacro-iliac joint or 
pain caused by this joint condition either with the 
x-ray, by palpation, or post mortem, as described by 
Meisenbach. He says: “In my series of eighty-three 
cases I have failed to find evidence of slipping, dis- 
placement, or abnormal motion.” He lays stress on 
the static A theory with defective antero-posterior 
balance. Of backache of pelvic origin, he says: “In 
general, pelvic backache is sacral but may be dorsal, 
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and is generally associated with symptoms pointing 
to pelvic disturbance.” He still adheres to his pet 
theory that even pelvic backache is caused by for- 
ward bent position above mentioned. He accedes to 
the traumatic type (2), and regarding the arthritic 
type (3) he considers nerve-root pressure, mention- 
ing stiffness and lateral deviation of the spine, and 
x-ray evidence of the presence of osteophytes in the 
vertebrae, and lipping of the vertebrae edges. With 
such x-ray evidence today we seek a focus of infec- 
tion and consider the rest of it postural. 

Frank Billings, besides mentioning the mouth, 
faucial tonsils, and sinuses as sites of chronic focal 
infection, also mentions the prostate, seminal vesi- 
cles, and female genitalia. The bacteria he cul- 
tured were streptococcus viridans, and streptococcus 
hemolyticus pyogenes. He quotes Rosenow, who 
found that the principal types of infection in the 
joints, etc., were those that occupy a position be- 
tween streptococcus viridans and streptococcus he- 
molyticus. They are more virulent than the former 
and less virulent than the latter. Injected into rab- 
bits they produce arthritis, endocarditis, myocarditis, 
and pericarditis. He advises the removal of all 
sources of infection, and mentions especially treat- 
ment of the prostate gland and seminal vesicles. He 
recommends autogenous vaccine and vasotomy to 
drain and wash out the seminal vesicles. Hugh 
Young calls attention to the limited recognition of 
the genito-urinary tract as a focal site in many 
vague pains. He lays especial emphasis on the 
fact that chronic diseases in this tract may exist for 
years without symptoms, but such infections, with 
their toxins in the prostate and seminal vesicles, irri- 
tate the nerve terminals of these organs, sending 
stimuli to other viscera and superficial regions, ac- 
cording to the dicta laid down by Head. He says, 
“T have often seen cases of lumbago, sciatica, vague 
pains in hips, thighs, perineum, groin, and as far as 
the sole of the feet, due to it,” and recommends in 
extreme cases, perineal prostatectomy as a means of 
relief. He also quotes Fuller’s article on seminal 
vesiculotomy, with report of cases and 50 per cent 
cures in arthritis. Brandsford Lewis, in discussing 
Young’s paper, brings out the following points: 
Ninety per cent acute anterior urethritis cases be- 
come posterior, and mentions Young’s operation in 
extreme cases. Gotlieb brings out the fact that the 
subject of chronic backache is casually mentioned in 
some textbooks. He quotes Keys: “Pain in the back 
in these cases is usually in the upper sacral region; 
it is a constant aching in character, uninfluenced by 
urination.” Pearson: “Spondylo-arthritis is not an 
uncommon complication of gonorrheal diseases of 
the joints, and the sacro-iliac joint is involved some- 
times.” Guiteras mentions the possibility of gonor- 
rheal arthritis of the sacro-iliac and inter-vertebral 
joints. Billings, Rosenow, and Adami state that the 
prostate and seminal vesicles are important sites of 
chronic infection. Gotlieb advises the proper fitting 
of shoes, correction of faulty statics, and treatment 
of the prostate for backache. Arthur P. Luff de- 
scribes a condition which he terms fibrositis of vari- 
ous organs of the body. He mentions tonsillitis, 
pharyngitis, and absorption of toxins, but does not 
mention the pelvic organs. A. H. Swartz made cul- 
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tures in twenty cases of prostatitis. In 65 per cent 
the streptothrix was demonstrated either in pure 
culture or mixed with staphylococci. He made in- 
fected vaccines which gave good results in all but 
three cases, which required prostatic massage along 
with the vaccine. L. P. Player and C. P. Mathé, in 
a study of tumors of the vesicle neck and prostatic 
urethra and their relation to prostatitis, found that 
backache was a symptom in fifty-two of sixty-eight 
cases. Moses Behrend lists every cause of backache, 
with the exception of focal infection, in the pelvis. 
J. R. Caulk and H..G. Greditzer studied 300 cases 
of prostatitis and seminal vesiculitis ; in 203 or 67.66 
per cent of these cases they found referred pains or 
aches in the back (lumbago), legs and hips (sci- 
atica), suprapubic region, groin, perineum, testicles, 
scrotum, penis, urethra, and kidneys. Of all these, 
however, lumbago and sciatica were most frequently 
mentioned. They regret the fact that the prostate 
and seminal vesicles are so frequently overlooked by 
the general practitioner as a possible source of in- 
fection and absorption of toxins in the production 
of vague and referred aches and pains, and say: “It 
is with this class of referred pains that our best re- 
sults have often been obtained.” Edward C. Rose- 
now and Winifred Ashby took material from in- 
fected foci in the human suffering with myalgia, 
myositis, arthritis, and periarthritis in one of their 
experimental groups and injected sixty-one animals; 
79 per cent developed myositis and arthritis, 26 per 
cent had turbid fluid in the joints, none developed 
lesions in the nerves. In another group a small per- 
centage did develop lesions in the nerves. 

In a previous paper, Player, Lee-Brown, and 
Mathé published a table showing the results of cul- 
tures obtained from sterile secretions obtained from 
the posterior urethra taken directly from the pros- 
tate and ejaculatory ducts by a special instrument. 
The following is the table, and bears a close rela- 
tionship to the findings of Frank Billings, who 
collected streptococcus viridans and streptococcus 
hemolyticus from the prostate and seminal vesicles. 
Rosenow found that the principal types of infection 
in the joints were those that occupied a position be- 
tween the streptococcus viridans and the streptococ- 
cus hemolyticus. Why, then, should not prostates 


and seminal vesicles play a very important part in 
backache ? 


Sterile .. 
B. al 


Diphtheroids 
Extracellular diplococcus (gram positive).. 
eo 

. Col 


‘ TABLE I 


Streptococcus hemolyticus. 
Non-hemolytic streptococcus . 
Srgeeroons hemolyticus 

B. Coli 


Staphylococcus albus \ 
Non-hemolytic streptococcus 
B. Coli } 


B. Proteus 
Micrococcus catarrhalis 


In a survey of 500 private and clinical urological 
histories, 60 per cent, or 300 cases, complained of 
pain in the back as an outstanding symptom. In 100 
of these, taken at random, prostatitis and seminal 
vesiculitis were present in eighty instances. Of the 
eighty, sixty-one admitted gonorrheal infection, four 
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were or had been chronic masturbaters, six had in- 
dulged in sexual excesses and were alcoholics. Three 
had been operated for hemorrhoids or fissures. The 
remaining six could attribute no cause. It is inter- 
esting to note that, in this group of cases, eight had 
been perfectly well until an attack of influenza; 
four had furunculosis; others blamed exposure to 
cold, overexercise, or strain. One had inserted wax 
tapers into the urethra and infected his bladder, 
urethra, and prostate. Other foci were present in 
fifty of this group of cases; the teeth were the dis- 
turbing element in thirty instances; infected tonsils, 
sinuses, and anal conditions were found in the re- 
maining twenty. In the presence of other foci, pros- 
tatitis, and particularly seminal vesiculitis, is prone 
to recur, which fact emphasizes the importance of 
clearing up all focal infections. In the absence of 
foci elsewhere, the result of treatment of prostatitis 
and its influence on the back pain is quite gratify- 
ing, although, as a rule, patience on the part of the 
surgeon and the patients both is quite essential. 
Gradual improvement without recurrence of pain is 
not the rule. The secretions will show practically 
no pus at times and the pain be more pronounced. 
Conversely, the patient will be free of pain and 
secretions show more pus. When one remembers 
the histological structure of the prostate and seminal 
vesicles, the difficulty of emptying the numerous 
small abscessed acini by massage, the difficulty to 
effect a cure may be readily understood. The fol- 
lowing table, No. 2,*will assist in simplifying the 
findings in our 100 cases with backache as a pro- 
nounced symptom. 

The other signs and symptoms in prostatitis and 
seminal vesiculitis are: shreds in the urine, moisture 
or watery discharge in the meatus, perineal discom- 
fort, suprapubic pain, backache, arthritis, impotentia, 
sexual weakness, painful nocturnal erections, mental 
depression, neuroses, premature and painful ejacu- 
lation. 

An analysis of the above table reveals the follow- 
ing data: Backache was most common in the third 
and fourth decades of life. Fifty-seven and three- 
tenths per cent of this group had-only one gonor- 
rheal infection. The onset of backache occurs most 
frequently between one and two years and two and 
four years following the last gonorrheal infection. 
Diagnosis in 70 per cent was prostatitis, seminal 
vesiculitis, and littritis. Urethral strictures, slight 
in extent or well developed, comprised 35 per cent. 
Urethral polypi or expressences occurred in 30 per 
cent. Urethritis and trigonitis are not constantly 
present, but do occur during the disease. Referred 
pains in joints were complained of as follows: Sacro- 
iliac, 30; lumbo-sacra, 20; sacro-iliac, lumbo-sacral, 
and hip, 41; shoulders, 4; knee, foot, wrist, elbow, 
ankle, 5. Wassermann test was positive in twenty- 
two cases. By massaging the glands of Littre on a 
urethral sound, gonococci were found within twenty- 
four hours in stained smears in seven cases. In one 
of these seven gonorrhea had been denied. Of the 
one hundred cases under consideration, seventy-five 
took treatment, thirteen requested diagnosis only, 
and twelve did not continue treatment after a few 
weeks. (Read off duration. of treatment in Table II.) 

There is one point in particular worthy of em- 
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TABLE II 










Age 3 Gonoccus Onset Present Diagnosis Referred Treatmeént Duration 
Number of Iliness Fol- Pains Kinds 
Infections lowing Last 
Neisser 
Infection 
Under One Under Prostatitis, Sacro-iliac Massage, Three 
20 years attack 1 month vesiculitis 30 stripping, months 
13 5 0 (seminal) dilatation, 10 
70 Vaccine, 
Anterior 


instillation 
27 
































Between Two Between Prostatitis, Lumbo- Vas Between 
20 and 30 attacks 1 and 6 seminal sacral injection 3 months 
years 15 months vesiculitis 20 5 and 6 

18 5 and littritis months 
30 30 
Between Three Between Strictures S.-L. Came for Between 
30 and 40 attacks 6 months and P. S.— L.-S. diagnosis 6 months 
years 5 1 year V. and Lz and hip only and 1 year 
38 8 35% 41 13 19 
Between Four Between Polypi Shoulder Treated Between 
40 and 50 attacks 1 and 2 30% joint only a few 1 and 2 
years 5 years 4 weeks years 
25 18 12 7 
Over Had more Between Urethritis and Sacro-iliac Autogenous Between 
60 years than four 2 and 4 trigonitis knee, feet, vaccines 2 and 3 
6 attacks years occur to a wrist, elbow 30 years 
“ 20 greater or 5 2 
less extent 
in all cases. 
Between Epididymitis Pressure Over 3 
4 and 8 10% Sitting and years 
years arising 7 
6 35% 
Over Arthritis 
8 years in acute 
4 oer 


Results: The treatment of prostatitis alone when all other foci have been attended to is of prolonged duration, 
anywhere from three months to three years being the time allotted in my series of cases; the average case will clear 
up within a year. The influence of elimination of all foci on the backache is in proportion to the degree of infec- 
tion one Orthopedic care of static conditions and correction of faulty posture and shoes are essential to good 
results, 






phasis in making routine examination of prostate 
and seminal vesicles as a possible focus of infec- 
tion. No one can palpate a prostate per rectum and 


enough patients complaining of pain in the back as- 
sociated with prostatitis to give a helpful answer in 
terms of percentage.” F: “Have no figures of any 





tell definitely from its size, shape, and consistency 
whether or not infection is present. It is often neces- 
sary to massage the prostate and strip the vesicles 
from one to four times on consecutive days before 
the secretion will show in its true light. 

Early in this article I mentioned that a great 
many patients complaining of backache and with 
prostatic and seminal vesicular involvement first seek 
aid of the orthopedic surgeon. In order to obtain 
definite data on the percentage of such cases I sent 
questionnaires to the orthopedic surgeons of the 
state, containing two questions: 1. “In what percent- 
age of patients complaining of pain in the back asso- 
ciated with prostatitis do you find x-ray pathology 
in the lumbo-sacral and sacro-iliac joints?” 2. “In 
what percentage of patients complaining of pain in 
the back do you find prostatitis?” I have received 
sixteen replies. I may divide these answers into two 
classes: First, those who have definite figures at 
hand and can answer the questions in terms of per- 
centages, and second, those who, though giving an 
affirmative answer to both questions, are unable to 
investigate their case histories in order to obtain the 


value.” G: “Have not had any cases of prostatitis 
referred to me with back pain.” H, answering 
No. 1, says: “In chronic cases practically all.” An- 
swering question 2, “I am unable to say, but a small 
per cent.” I, answering question 1, “I do not 
know.” Answering question 2, “A small percent- 
age.” Now I have just presented the answers from 
nine correspondents, and they present no definite 
figures. From seven other orthopedic surgeons who 
have definite percentages to offer, I received the fol- 
lowing data: 


1—5 per cent. 

2—10 to 15 per cent. 

1—10 to 20 per cent. 

2—20 per cent. 

1—Has no statistics. 

2—30 per cent. 

1—Between 30 and 40 per 
cent. 

2—Not over 10 per cent. 

1—30 per cent. 

2—30 per cent. 


“ “ 


1. Answer to question 
“ 


“ “ “ 


“ “ “c 


2 
3. “ “ “ 
4 


“ “ ac 


5 “ “ “c 
. 


, : *6, me fe e 1—50 per cent. 
exact data and give definite figures. In the latter “6 “960 per cont 
class: A admits percentage in questions 1 and 2, but #7. “ ‘ ‘“ 1—25 to 50 oer aaa 


has not completed his card index system and cannot 
give exact figures. B admits a certain percentage in 
questions 1 and 2, but impossible to give exact fig- 
ures. C admits a certain percentage of cases in 
answer to both questions, but does not know the 
figures. D: “I cannot give the percentage, but do 
not think it to be very large.” E: “I do not see 


“ “ “ce 


2—50 to 75 per cent. 


To sum up these answers I note that all of the 
sixteen representative orthopedic surgeons of this 
state admit they find x-ray pathology in the lumbo- 


*Data taken from histories in both clinic and private 
patients after careful survey. 
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sacral and sacro-iliac joints in patients complaining 
of pain in the back associated with prostatitis. Also 
in patients complaining of pain in the back they find 
various percentages of them suffering with prosta- 
titis. Nine of the doctors do not offer any definite 
figures, whereas seven give definite percentages to 
both questions. To the six answers in question 1 of 
this group, I find that the average is 28 per cent, 
or, in other words, that among thousands of cases 
treated by these orthopedic surgeons they find among 
the prostatics with pain in the back definite x-ray 
lesions of the lumbo-sacral and sacro-iliac joints in 
twenty-eight out of every one hundred cases. The 
seven answers to question 2 of this group averaged 
32 per cent, which means that, of patients complain- 
ing of pain in the back, thirty-two out of every one 
hundred have prostatitis. Though the average per- 
centage in the answers to questions 1 and 2 are 28 
and 32 per cent, respectively, yet I note that some 
of the surgeons report much higher figures, from 
50 per cent to even 75 per cent. These percentages 
of joint affections with prostatitis are remarkable 
when we take into consideration the fact, following 
the researches of Rosenow, that the selective action 
of the various types of streptococci emanating from 
the various foci of infection may have a predilection 
for the tendon sheaths, muscles, and joints, and that 
in very mild involvement of the joints, as well as in 
even severe infection of the back muscles with their 
tendons, they may very often show no definite lesions 
on the x-ray plate. Thus, in many cases there may 
exist definite involvement of the muscles, tendons, 
and joints of the back attributable to bacteria from 
prostatic foci without any demonstrable lesions. 


DIAGNOSIS 


All patients should have general examination by 
someone capable, who should refer them to proper 
specialists. Specialists cannot be efficient in general 
examination. Our investigation includes: Urine, 
complete chemical and bacterial examination, With 
the patient showing definite chronic complications, 
urine is drawn from the bladder with sterile precau- 
tions for culture and inoculation of guinea pigs; 
careful examinations per rectum and charting of the 
prostate and seminal vesicles, Cabot test, microscopi- 
cal, cultural examination of massaged secretions; ex- 
amination of urethra and bladder with urethroscope 
and cystoscope, charting the findings if necessary; 
catheterizing the ureters and taking x-ray pictures 
of the whole tract, including kidneys, ureters, blad- 


der, and other organs of the pelvis to discover 
abnormalities. 


TREATMENT 


Non-surgical—Seventy-five patients were treated 
in the routine manner by massaging the prostate, 
stripping the seminal vesicles, sounds, instillations. 
Five of these received vas injections. Thirty re- 
ceived, in addition to regular treatment, intermus- 
cular injections of autogenous and stock vaccines. 
The influence of the vaccine on the pus content of 
the prostate and seminal vesicle secretions was dis- 
appointing, but the backache was relieved entirely 
in approximately 22 per cent. Mixed vaccine rich 
in gonococci, given during the acute stage of gonor- 
rhea, reduces the percentage of complications in the 
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prostate, seminal vesicles, and epididymi. The ma- 
jority of these patients were under treatment by the 
orthopedic and general surgeons for static condi- 
tions, painful joints and foot defects, etc. The few 
cases that were not under the orthopedic care were 
not relieved of back pain until the secretions were 
much improved. In our opinion good results in 
backache with prostatitis depend upon co-operation 
between consultant, the surgeon handling the case, 
and the patient. Other factors that influence the 
results obtained are assurance that the ejaculatory 
and prostatic ducts are patent, dilation of strictures, 
emptying and cleaning the glands of Littre, destruc- 
tion of polypi, eradication of infections aad inflam- 
mations elsewhere in the genito-urinary tract along 
with distant foci. The general physical condition of 
the patient must be considered ; hygiene, diet, tonics 
are indicated in nearly all cases. Injections of vari- 
Ous antiseptics intravenously are being tried, with 
reported good results. 


Surgical—Vas injection, according to the dictates 
of Belfield, and modifications of the same idea are 
of great assistance in some of the resistant types. 
Fuller advises in extreme cases seminal vesiculec- 
tomy or seminal vesiculotomy, and reports 50 per 
cent are cured. O. S. Lowsley reports ten surgical 
cases representing 29.6 per cent, two vesiculotomy, 
eight vesiculectomy, with good results in three, fair 
in six, poor in one. Young advises his perineal pros- 
tatectomy. In the five cases in which we performed 
vas injection, good results were obtained in four. 
The other cases did not respond. His arthritis is 
growing steadily worse and will probably require 
radical operation. 

The onset of backache occurs most frequently be- 
tween one and two years and two and four years 
following gonorrheal infection. Diagnosis in 70 per 
cent of cases was prostatitis and seminal vesiculitis; 
in 30 per cent prostatitis, seminal vesiculitis, and lit- 
tritis. Urethral strictures, either slight or well de- 
veloped, in 35 per cent; polypi, polypoid masses, and 
excrescences occurred in 30 per cent; urethritis and 
trigonitis existed at intervals during the disease. 


I wish to express my thanks to Dr. Redewell of 
the University of California for his assistance in 
preparing abstracts. 


SUMMARY 


1. Until recently writers considered pain in the 
back due entirely to static conditions, muscle or 
ligament strain, and nerve involvement—excluding 
arthritis patients. 

2. Rosenow and his followers have shown that 
bacteria from foci of infection have selective action 
and the different types produce myositis, myalgia, 
synovitis, and arthritis. 

3. Eradicating the focal infection of the prostate 
and seminal vesicles, as well as the tonsils, teeth, 
adenoids, appendix, etc., will cure cases of myalgia, 
myositis, synovitis, and neuritis. 

4. We have in prostatitis analogous organisms to 
those reported by Rosenow in other foci. 

5. Orthopedic surgeons find in backache asso- 
ciated with prostatitis, x-ray lesions of the pelvic 
joints in an average of 25 per cent of patients. 
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6. Only by taking complete histories and making 
careful diagnoses can prostatitis patients with back- 
ache be properly treated. 


7. In treating prostatitis all contiguous organs 
must be carefully looked after, in order to eradicate 
all possible foci of infection, i. e.: seminal vesicles, 
bladder, kidneys, ureters, vas deferentia, epididymii, 
urethra. 


8. One of the most important causes of backache 
in man is prostatitis. Routine examination of the 
prostate should be made in all male patients com- 
plaining of backache, and, if involved, proper treat- 
ment given. 


9. There is no specific cure for chronic prosta- 
titis, and the fact that it takes from months to years 
of careful treatment to eradicate inflammation in 
that gland, we must believe that when we find such 
inflammation the cause of backache in so many pa- 
tients, full relief will come only with co-operation 
between that wonderful bulwark of medicine, the 
general practitioner, the general and orthopedic sur- 
geon, the urologist, and last, but most important of 
all, the patient himself. 


380 Post Street. 


DISCUSSION 


Fraser L. MAcpHERSON, M. D. (380 Post Street, San 
Francisco)—Dr. Player’s paper is of extreme interest to 
me because I have had an opportunity to follow some of 
his patients from an orthopedic standpoint. 

It is remarkable how fast low-back pain associated 
with prostatitis will clear up under urological treatment. 
One can usually be suspicious of a prostatitis if a patient 
complains of low-back pain not associated with any defi- 
nite history of injury and on examination shows no list 
and ‘refers pain to sacrum. Patients that do give a his- 
tory of an injury and fail to get relief from good ortho- 
pedic treatment will usually be found to have a prosta- 
titis. This is often true of many industrial cases which 
drag on indefinitely. 

Prostatic examination is too often neglected by the 
profession because of its disagreeable feature. Even if it 
is done one is apt to be satisfied with one massage. As 
Dr. Player mentioned, it is necessary to massage three or 
four times on consecutive days in order to determine a 
prostatitis. Many doctors are willing to take a patient’s 
denial of a Neisser rather than make an examination. 
These cases are the ones that usually show an infection, 
although many are non-specific in nature. 

It should be a rule in every case of low-back pain 
showing x-ray changes to examine the prostate, just as 
we routinely examine the teeth and tonsils. 

Having eliminated the prostate, teeth, and tonsils as 
foci of infection, the co-operation of the orthopedist is nec- 
essary to correct static faults, such as poor posture, short 
achilles, pronated feet, and weak musculature, in order 
to relieve a joint that has been injured through disease 
as well as strain. ° 


C. P. Matue, M.D. (Phelan Building, San Francisco) 
—Dr. Player emphasizes the fact that in 500 cases of 
prostatitis, 60 per cent complained of backache as their 
outstanding symptom. When sacro-iliac, lumbo-sacral, or 
hip pain is found associated with an urethral morning 
discharge, prostatitis should be strongly suspected. 

In 1921 Player and I reported sixty-eight cases of 
chronic prostatitis and seminal vesiculitis complicated by 
polypi of the vesical neck and posterior urethra. In re- 
viewing the sixty-eight cases we found that fifty-seven 
had pain and discomfort in perineum, fifty-two had dull 
lumbo-sacral pain (backache), twenty had inguinal pain, 
thirteen had hypogastric pain, fifty-two had repeated or 
constant morning drop. 

We noted the fact that morning urethral drop occurs 
as frequently as the lower back pain. When both were 
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present the prostate was found infected in 99 per cent 
of the cases, : 

Many cases are overlookéd due to an incomplete or 
incompetent examination of the prostate. The prostate 
must be examined four times by a competent urologist 
before a negative report can be reliably given. If no 
secretion is obtained the prostate should be massaged on 
a bladder in which sterile water has been introduced, 
the urine voided, then centrifuged, and examined for pus 
and organisms. 

The co-operation of the patient is necessary in order 
to obtain relief. He must be assured that the treatment 
will be of long duration. Player shows that the average 
uncomplicated case of prostatitis usually clears up in 
less than a year. The complicated cases require longer 
time. In those whose resistance is good the length of 
time is shorter. I have observed that robust athletes clear 
up rather quickly, whereas 50 per cent of syphilitics show 
practically no improvement even after years of treatment. 

The orthopedist well realized the importance of pros- 
tatitis as a possible cause of lower back pain. It is the 
general practitioner who sees large groups of patients 
that should be brought to realize that in at least 33 per 
cent the common complaint causing so much discomfort 
and suffering can be relieved by a careful examination 
and treatment of the prostate gland. 


Georce J. McCuesney, M.D. (Fitzhugh Building, San 
Francisco)—This article of Dr. Player’s is a timely one 
in that it once more reminds us of the importance of focal 
infections in spinal arthritis, which we are too prone to 
neglect. This is shown by the rather sad results of the 
questionnaire to orthopedic surgeons, those results not 
being of such accuracy and unanimity as would indicate 
that the focal liability in prostatitis was receiving the 
proper attention it should from orthopedists. Personally 
I confess to being more or less delinquent, and for the 
following reasons: 

As Player states, a proper urological opinion can only 
be obtained after three or four examinations. This makes 
an orthopedic surgeon’s opinion concerning the prostate 
just as valueless as an orthopedic opinion on teeth or 
tonsils, but in the latter instances he can refer the pa- 
tient to a dentist or a throat specialist and get an opinion 
as to the liability of focal infection at one interview, 
whereas in the case of an opinion concerning the pros- 
tate, in private practice one might hesitate in sending a 
patient for rather prolonged urological examination, un- 
less the indications were strong as to the necessity for it. 

The temptation is present to shirk one’s responsibility, 
and it seems to me that if a method could be found to 
obtain a positive urological opinion at one interview it 
would be of great benefit to all concerned. 

Of course, there may be serious cases that are admitted 
to hospitals where this objection does not qualify. 

There can be no argument as to the soundness of Dr. 
Player’s conclusions and the means by which he arrives 
at them. 


H. H. Marker, M.D. (380 Post Street, San Francisco) 
—As presiding officer of this section on orthopedic sur- 
gery I was especially glad to hear Doctor Player’s results. 
I am very sure that many, many cases of low backache 
are caused by prostatitis, and many cases of injury are 
aggravated and prolonged by it. Many physicians are 
satisfied with making a single examination, and when 
the secretion is found to contain little or no pus, to call 
it negative. But if such a case be re-examined two or 
three times an increasing amount of pus will be found, 
and as treatment is continued a still greater amount will 
be secured. I believe that it is most important that these 
low percentage cases receive proper treatment and not 
consider the pus found to be due to traumatism of the 
prostate, as some would have us believe. The papers in 
this symposium have been very gratifying to me, and the 
attendance has been very pleasing as well, showing the 
interest the subject has for all medical men. 


Doctor PLayer (closing)—I wish to express my thanks 
to those who have discussed the paper. It is gratifying 
to know that their opinions coincide very closely with 
my conclusions. 

Dr. McChesney raised the question as to the possibility 
of a quicker method of diagnosing prostatitis. I agree 
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with him that it is oftentimes difficult for a patient to 
return to the office for massage on four consecutive days. 
It is also expensive for the patient, but I am sure any 
urologist would be only too glad to make a nominal fee 
according to the means of the patient. 

The glass tests are not satisfactory in themselves and 
I know of no other means at present other than pros- 
tatic massage and microscopic study of the secretion ob- 
tained which will give us positive data. McChesney’s 
suggestion, however, is worthy of consideration. 


CONSIDERATION OF PROGRESSIVE MUSCULAR 
DYSTROPHY WITH PSEUDO-HYPERTRO- 
PHY FROM AN ENDOCRINE STANDPOINT 

By CuiirForp WricuT, M.D., Los Angeles 
Dysfunction of the pituitary gland considered etiologi- 
cally important. 


Recent literature and clinical evidence commented upon. 


Discussep by H. Lisser, San Francisco; H. Douglas 
Eaton, Los Angeles; Edward N. Reed, Los Angeles. 


Wy HEN the earlier investigators of progressive 
muscular dystrophy discovered that there was 
no evidence of pathology changes in the brain and 
central nervous system, it became necessary to look 
further for the etiology of this interesting, yet quite 
irregular group of muscle disturbances. That they 
are endocrinopathies, probably pluri-glandular, seems 
borne out by the frequent association with other 
glandular disturbances, as Grave’s disease; Addi- 
son’s disease; acromegaly; and myxedema, and that 
many cases show pigmentation; vitiligo; hypo-gly- 
cemia; asthenia, and many other endocrine symp- 
toms. Several cases have shown spontaneous cure 
at puberty, probably through some action of the 
gonads or other endocrines. 


The pituitary gland, particularly the anterior lobe, 
has a very marked effect on the skeletal growth; 
muscle development and the maintenance of muscle 
tone and any disturbance of these may depend on 
some pituitary condition. I have had a series of 
nineteen cases of progressive muscular dystrophy 
with pseudo-hypertrophy, and it is the association of 
these conditions with other symptoms of pituitary 
disease that will be considered here. 


In the progressive muscular dystrophies due to 
the irregularity of muscle involvement, the course 
of the disease; the absence or presence of contrac- 
tures and other factors, a classification suitable to all 
cases is not easy. 


Erb’s classification into hypertrophic and atrophic 
forms has been usually followed, but one specifying 
a rapid and slow type is quite practical. While 
usually the earlier the condition starts the more rap- 
idly progressive it is, this is not always so. One 
of my untreated patients, 9 years old, who has been 
affected six years, is practically bedridden; one at 
12 who has been sick since 3 years of age, and one 
15 who has had paralysis since 2 years of age, 
show slower progress of the paralysis. Heredity 
must play a part in this disorder, for in some in- 
stances several generations of the same family have 
shown some form of the disease. In 1916, Timme 
of New York reported a series of fourteen cases 
extending through three generations in one family. 
Twice in my series two brothers were affected, and 
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Normal 


Sella tyrcica in each instance smaller than normal. 


the great-grandmother of another patient and her 
six sisters all developed the condition at about 50 
years of age, and a daughter of one of these women 
was affected. Of my nineteen cases, twelve are boys 
and seven are girls. 


The usual tendency of the disease is to progress 
to complete invalidism showing exacerbations last- 
ing from one to several weeks, when the patient 
shows more active symptoms and frequently is bed- 
ridden. These increase in severity and duration, as 
well as frequency, and death often comes at 16 to 18 
years in the earlier cases, while the slower cases 
continue on to old age. Death may be caused by 
some intercurrent condition or from involvement of 
the respiratory or cardiac centers. 


SYMPTOMATOLOGY 


At first it is noticed that the child is clumsy, falls 
frequently, and is unable to walk up or down stairs. 
Later the typical waddling gait appears, and after 
falling, the child, in rising, will crawl up its own 
legs. The legs are usually first affected and show 
the typical pseudo-hypertrophy of-the calf muscles, 
with atrophy of the shoulder girdle. Knee-jerks are 
absent; the paralysis is irregular. In no cases have 
I seen facial involvement. One has atrophy of the 
thenar and hypothenar eminences. Atrophy usually 
follows the false hypertrophy. Contractures are fre- 
quent and varied. Those of the heel cord are most 
frequent and prevent standing in many cases; others 
are equinovarus; hamstring contractures and scolio- 
sis. Microscopical muscle changes are splitting of 
the muscle fibers, proliferation of nuclei, prolifera- 
tion with hyperplasia of vasular tissues and deposit 
of connective tissue and fat. Sometimes muscle fibers 
have entirely disappeared and the muscle becomes 
pale. The electrical reactions are normal. The 
sphincters are intact. Sensibility is intact, also the 
special senses. With these, and most interesting 
from my standpoint, are the following pituitary 
symptoms: Large, round head; round face; spaced 
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teeth; heavy central incisors; pituitary type of hand, 
smooth mottled skin, poor nails and sexual under- 
development, all found in anterior lobe insufficiency 
and girdle obesity; high sugar tolerance; and weak 
pulse found in posterior lobe conditions. A large 
percentage of my patients were backward mentally. 
In addition, in most cases, x-rays show an under- 
sized sella turcica and rarification of the bony tis- 
sues, both indicative of pituitary disturbances. These 
children always appear to be in good general health, 
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cluding bracing for support; prevention and correc- 
tion of deformities and graduated muscle training 
and organotherapy. For several years I have used 
pituitary products by mouth and hypodermic. Whole 
gland powder is given by mouth, and when indi- 
cated pituitrin is given hypodermically, and occa- 
sionally adrenalin and small doses of thyroid have 
been used. 

While I have had no complete cures, a large per- 
centage of patients have been benefited to the extent 


FIGURE 1 


Showing round head, round face, and spaced 
teeth. 


are happy, not constipated, rest well, and nearly all 
are voracious, indiscriminate eaters. 


Case No. 1—This boy (see Figure 1) is 10 years of 


age. A younger brother has the same condition. Note 
underdeveloped sexual organs, large calf muscles with 
atrophy around the shoulders, large head, large round 
face, spaced teeth. This boy has the typical mottled skin 
and small, graceful, tapering fingers. The x-ray shows a 
sella turcica smaller than normal for this age, which is 
seen at the left. All the x-rays shown were taken with 
24-inch plate tube distance. This makes the sella appear 
smaller than if taken closer. This different plate tube 
distance probably accounts for some of the discrepancies 
in tables of sella measurements. This patient has been 
under treatment three years and has made steady im- 
provement, but is unable to stand at this time, due to 
contraction of the heel cords, for which his parents have 
not allowed operative procedure. 


Case No. 2—This girl (see Figure 2) is 10 years of 
age, shows mild girdle obesity, the typical muscle condi- 
tion, large head, large face, pituitary type of hands, and 
spaced teeth. X-ray shows small sella turcica. 


TREATMENT 
Includes general care—orthopedic supervision, in- 


Undeveloped sexual organs; large calf; 
atrophy at the shoulder girdle, etc. 


that the paralysis seems non-progressive and the 
exacerbations are less frequent and less severe, and 
in two or three patients there has been a very 
marked improvement. The mental condition of all 
of my patients has been greatly improved. It is my 
opinion that dysfunction of the pituitary gland is an 
important etiological factor in progressive muscular 
distrophy. 


2417 South Hope Street. 
DISCUSSION 


H. Lisser, M. D. (380 Post Street, San Francisco)— 
Doctor Wright deserves commendation for adding his 
observations and experience to the literature, which now 
contains many interesting records—metabolic, clinical, 
and pathological—which, taken together, suggest rather 
strongly an endocrine origin for progressive muscular 
dystrophy. The writings of McCrudden, McCrudden 
and Sargent (Janney, Goodhart and Isaacson), Timme, 
Boveri and von Werdt are especially worthy of review 
in this connection. As yet there is no agreement in assign- 
ing the primary causative role to any one ductless gland, 
some implicating the thyroid, others the pituitary, still 
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others the adrenals and pineal. In this uncertainty some 
writers prefer a discrete caution and consider the disease 
of pluriglandular origin. Although a coincidental affec- 
tion of several glands is conceivable, it should be recog- 
nized that the great majority of endocrine diseases, of 
which we have any positive knowledge and which we are 
able to diagnose in life and verify at autopsy, are syn- 
dromes for which a single gland is primarily responsible 
and whose dysfunction clearly dominates the onset and 
subsequent course of the disease. 

If further investigation should prove a uniglandular 
origin for this disease, I would venture to predict (in 
agreement with Wright) that the hypophysis will be 


Shows spaced teeth, large round head, 
face, and pituitary type of hand. 


found primarily responsible. Hypopituitarism includes 
many of the phenomena characteristic of this disease— 
hypoglycemia, impairment in the power to store glycogen, 
adiposity, trophic changes in hair, skin, tendons, and 
nails; and, secondarily, genital infantilism with creati- 
nuria, as is also found in eunuchoidism. 

My personal experience in the glandular treatment of 
progressive muscular dystrophy is confined to one patient, 
and is, therefore, of little significance. This patient, 
nevertheless, has exhibited an amazing improvement, far 
and beyond what could be expected from the natural 
course of the disease. The malady is usually progressive, 
though sometimes stationary for a time; remissions are 
not noted. This patient has been observed for two and 
a half years. The treatment has consisted of whole gland 
pituitary extract by mouth and by injection (three injec- 
tions a week) continuously administered since Novem- 
ber, 1921. He has lost fifteen pounds in weight. He can 
raise himself on his toes, which he could never perform 
previously. He can walk upstairs, without climbing up 
his legs. Formerly he could not walk two miles; now he 
walks six to seven miles fishing. He can walk through 
the snow (lives in Truckee, California), which admittedly 
is a severe test for the weakened atrophied muscles of 
back, thighs, and legs. He was unable to control his hand 
in writing; he now can write for hours. Before he could 
not get up on his hands and knees in bed; he can do this 
easily now. He does not use a cane now; which he did 
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for several years. He has been working in a store about 
sixteen hours a day. This patient is by no means cured, 
but no one could question the veritable transformation in 
this man’s appearance, strength, and vitality. 

Since no measures other than orthopedic assistance are 
in any way beneficial for these unfortunate individuals, 
long-continued organotherapy is at least deserving of an 
adequate trial, and when more potent preparations are 
available, we may perhaps be rewarded by more strik- 
ing and consistent success. 

H. Douctas Eaton, M.D. (1136 West Sixth Street, Los 
Angeles)—It has been most interesting to read Doctor 
Wright’s experiences with the use of pituitary medication 


\ _. 


FIGURE 2 


Typical muscle condition, moderate 
degree of girdle obesity. 


in progressive muscular dystrophy. If he has succeeded 
in arresting one case by its use, he has accomplished more 
than has been accomplished previously by any medication. 


My experience with endocrine medication in progres- 
sive muscular dystrophy has been unsatisfactory up to 
date. I have been using pituitrin; the whole pituitary 
gland substance; and thyroid and adrenalin, alone and 
in various combinations, both by mouth and hypodermati- 
cally at the Children’s Hospital for some years. I have 
attempted to suit the medication to individual indications, 
and have also tried using pituitary persistently, irrespec- 
tive of definite evidence of hypopituitary function. 


In looking for the explanation of my lack of success, I 
have felt that many of my patients were not pure types 
of dystrophy; many have shown changes in the reflexes 
and mental deficiency as well. I am planning to prove 
my diagnosis in the future, when possible, and restrict 
my endocrine experimentation to proved cases. 


The other reason for my failure probably is, that pluri- 
glandular dysfunction are present in progressive mus- 
cular dystrophy, and it is often difficult with present lim- 
ited knowledge of endocrinology to determine the exact 
medication for a given case. Timme of New York, in a 
recent conversation with me, agrees in this hypothesis. 
Timme states he has had four cures in seventy-five cases, 
with a greater number of patients much improved as 
the result of pluriglandular medication. I also question 
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whether there may not be another important etiological 
factor as yet unrecognized. 

We are indebted to Wright for presenting his interest- 
ing work, and emphasizing the hope that we may really 
learn to help such a distressing condition as progressive 
muscular dystrophy. 


Epwarp N. Reep, M.D. (2417 South Hope Street, Los 
Angeles)—I have observed a number of these cases at 
the Orthopedic Hospital School; and I have carried out 
with them the indications for prevention of deformities 
and for their correction when present. More than this, 
I have given them physiotherapy, baking, massage and 
muscle training, faithfully carried out over long periods 
of time, and proper bracing when indicated. I have 
learned that the best I could hope for was an arrest of 
the progress of the disease, apparently, in a certain num- 
ber of patients—though for how long the arrest could be 
maintained I do not know. My experience has failed to 
show much, if any, improvement by physiotherapy and 
muscle training alone. 

On the other hand, I can testify to the improvement in 
several of Wright’s patients. These patients also had 
physiotherapy, muscle training, and bracing. But I feel 
that the results of Wright’s treatment were very evident, 
in that with a number of the patients whom he treated 
showed demonstrable improvement. 


Doctor WricHT (closing)—Doctor Lisser’s patient was 
quite instructive, and it would seem, from the history, 
that if the case was not entirely cured it was benefited 
to the extent that the man was able to carry on his usual 
activities. 

One of our patients, a girl, has been under treatment 
for six years, and while at first she had to be wheeled to 
and from school she now walks and is taking dancing 
lessons. This girl’s mother declares that a cure has been 
effected; however, I feel that perhaps there is still some 
muscle weakness. 

As Doctor Reed has said, orthopedic measures alone 
have failed to greatly benefit these patients, but those who 
have had orthopedic treatment plus organotherapy have 
shown beneficial results. 


Arsenic Poisoning—Twenty-eight cases of arsenic 
poisoning are reported by G. B. Lawson, W. P. Jackson 
and G. S. Cattanach, Roanoke, Va. (Journal A. M. A.). 
Large quantities of arsenic were demonstrated to be 
present in cider which had been served at the noon meal. 
It was later learned that the barrel had contained an 
arsenic compound used for spraying trees. Thirteen 
of these patients died, the first death occurring in six 
hours, and the thirteenth on the thirteenth day after the 
taking of the poison. Ten of these deaths occurred in 
the acute stage, and the other three during the subacute 
stage, into which the patients had passed with a cessation 
of the acute symptoms on the second day. Immediately 
following the onset, vigorous supportive and symptomatic 
treatment was given; and nine patients, all of whom 
survived, repeatedly lavaged their own stomachs with 
warm water. After the Marsh test had demonstrated 
an abundance of arsenic, it was decided to use sodium 
thiosulphate with the hope of inactivating the remaining 
arsenic by the production of its nontoxic, insoluble 
sulphid. No immediate improvement was observed fol- 
lowing the use of sodium thiosulphate. To be of possible 
value in acute poisoning, it should be given at once and 
in maximum doses. Analysis of samples taken at the 
time of the poisoning showed the presence of 3.38 grains 
of arsenic (As.O;) per fluidounce. Most of the patients 
drank several glasses of the cider, but because of the 
vomiting and diarrhea it was impossible to determine 
the amount retained. o 


Sinusitis and Swimming—H. M. Taylor, Jackson- 
ville, Fla. (Journal A. M. A.), points out the modifica- 
tions which the aquatic animals have for their environ- 
ment and the striking absence of such adaptations in 
man. Man is essentially a terrestrial being, and his 
anatomy and physiology are not modified for a water 
environment. When man is out of his normal sphere 
he must understand what limitations Nature has placed 
on him, and not ignore the fundamental laws that regu- 
late his own being. 
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THE TREATMENT OF EARLY CARCINOMA 
OF THE UTERUS 


By J. W. Suerricx, M. D., Oakland 


Treatment of early carcinoma of the uterus implies an 
early diagnosis, detailed knowledge of the histologic pic- 
ture, its gross and macroscopic characteristics, its meth- 
ods of spread and the clinical course. 


Discussion by William H. Gilbert, Los Angeles; A. J. 
Lartigau, San Francisco. 


Y CONCLUSIONS are based on a careful 

summing up and weighing of the opinions 
advanced by different authorities, who, from their 
experience and the clinical material at hand, may 
speak with conviction. Owing to the mass of litera- 
ture on this subject and the necessarily divergent 
opinions expressed, it is impossible to quote exten- 
sively to prove the points under consideration. But 
from an unbiased study, aided by personal experi- 
ence, I have reached the views as set forth and feel 
that they represent the consensus of current opinion 
of surgeons and gynecologists. 

One of the most important and puzzling questions 
facing physicians is the treatment of early carcinoma 
of the uterus because of the prevalence of the dis- 
ease, its poor prognosis and the problem of early 
diagnosis. Our task would be relatively easy if we 
could be assured that the patient would report when 
the disease is in its early stages, for then the line of 
procedure is fairly clear with a high percentage of 
cures resulting. But the very nature of this condi- 
tion militates against an early diagnosis and adds 
enormously to our responsibility and burden. Speak- 
ing generally, it seems that from the vast detail of 
therapeutic measures that have been utilized from 
time to time, two procedures stand out as most 
rational, namely, radical operation and radium and 
deep x-ray therapy. 

In carcinoma we are dealing with a distinctly 
local affection in the early stages, a parasitic 
epithelial new growth which is capable of growing 
without limit to infiltrate and destroy the tissues in 
which it originates and of spreading beyond the 
anatomical bounds of these organs to hematogenous 
and lymphogenous metastases in other parts of the 
body. It is capable of perpetual proliferation, its 
cells multiply without purpose or effect, and may 
remain latent in the host’s tissues for years. It may 
exhibit cyclical changes with periods of rapid or of 
slow growth or even of retrogression. Its sus- 
ceptibility to extraneous influences and its histologic 
structure vary from time to time. It presents no 
specific toxins nor does the organism react to form 
antibodies, but in the early stages it apparently may 
call forth an increased metabolism in the host’s 
organs with later a failure to respond to this 
stimulus, at which time the cancer begins to live at 
the expense of the host. ; 

Thirty per cent of cancer in women occurs in the 
uterus. Histologically uterine cancers, while having 
certain points in common, have not a fixed and 
unvarying structure. Each individual tumor pre- 
sents its own particular characteristics with varying 
degrees of malignancy and within limits of varying 
susceptibility to therapeutic efforts. But clinically, 
there is no distinct difference in its varying forms, 
structure and location. For purposes of treatment, 
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we must deal with two broad classes, cervical car- 
cinoma and corporeal carcinoma. 

Treatment of early carcinoma of the uterus 
implies an early diagnosis, detailed knowledge of the 
histologic picture, its gross and macroscopic char- 
acteristics, its method of spread and the clinical 
course. Appreciation of the macroscopic picture is, 
in the minds of many, more important from a 
prognostic and therapeutic standpoint than knowl- 
edge of the microscopic appearance. This is true 
because we are learning that more and more must 
we depend on our visual and tactile sense, aided by 
careful clinical history and symptoms, in arriving at 
a working diagnosis which will permit prompt and 
efficient treatment. Yet a knowledge of the finer 
structure seems also necessary to enable us to place 
the tumor from a prognostic and therapeutic stand- 
point. I refer to such questions as the exact seat of 
the primary growth, the natural resistance of the 
immediate and surrounding tissues, the histologic 
makeup of the tumor, its growth characteristics; 
for upon these will depend its type and rate of 
spread, its tendency to metastasize early and exten- 
sively, or not. In carcinoma of the cervix there are 
two main types, squamous, or solid alveolar carci- 
noma, and adenocarcinoma. While there is no char- 
acteristic difference in incidence, symptomatology, 
physical signs, course or complications between the 
two forms, yet the type of spread and the stage of 
metastasis varies and adds materially to the prognosis 
and treatableness of the condition. Cancer of the 
uterine body is usually of the adenocarcinoma type. 
Rarer forms of malignancy will not be discussed. 

Cancer cells, through a biochemical stimulus, 
cause angioplastic reactions in surrounding con- 
nective tissue, but the epithelial growth is dispro- 
portionate, resulting in infoldings of the surface and 
pressure and flattening of nearby soft tissues. 
Growth proceeds in all directions, being favored by 
diminished pressure and good nutritive conditions, 
and infiltrates and permeates surrounding tissue 
by pushing into the natural interstices, especially the 
lymph spaces, which are devoid of endothelial lining ; 
thence into the lymph vessels along which it advances 
freely. By infiltration and lymphatic permeation 
process it extends into the cervical wall, upward 
toward the uterine body, outward toward the para- 
metrial connective tissue and along the surface to 
the vaginal wall. Naturally, cancer beginning in 
the cervical canal will more quickly involve the 
parametrial connective tissue and lymphatics than 
cancer beginning on the vaginal portion. The 
spread, then, is by continuity, by the lymphatic 
system direct, or as secondary nodules or emboli, 
and by the blood stream. Involvement of the pelvic 
connective tissue occurs comparatively early in the 
form of discreet nodules, 75 per cent of the opera- 
tive cases presenting this complication. More exten- 
sive involvement of neighboring tissues, such as the 
bladder and rectum, with marked ureteral com- 
plications, hydronephrosis, pyonephrosis, etc., need 
not concern us here, as it is a late picture. 

The uterine, cervical and vaginal lymphatic 
drainage systems are of prime importance in the 
question under consideration. ‘These ‘Structures 
present a freely communicating and continuous 
capillary network which gives rise to connecting 
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trunks that follow the course of the blood vessels to 
converge at the sides of the uterine isthmus and 
cervix. Collecting trunks from the cervix run out- 
ward along the course of the uterine artery to empty 
into external iliac glands near the obturator foramen. 
Some pass behind and below the ureter and up and 
outward to the internal iliac nodes; others pass 
along the sacrouterine folds to the nodes of the 
sacrum and promontory. Those of the lower body 
drain into the external iliac nodes along with the 
cervical chain, while those from the fundus proper 
follow along the course of the ovarian vessels to 
empty into lumbar nodes just below the hilus of the 
kidney. A few follow the course of the round liga- 
ments to the upper group of superficial inguinal 
nodes. The most important groups of nodes, because 
of the frequency and the stage of involvement, are 
the interiliac situated between the internal and 
external iliac arteries and along the common iliac 
artery. The uterine lymphatics diminish very 
materially with establishment of the menopause, 
which is of importance, in explaining the rate and 
extent of metastases. The frequency of gland 
involvement and the groups involved are very incon- 
stant. In one series, 28 per cent of women dead 
from cancer showed no gland involvement; 33 per 
cent of operated cases showed carcinoma of the 
glands, and 33 per cent enlarged glands, but the 
involvement was inflammatory with no carcinoma- 
tous glands present. 

With these facts in mind we are in a position to 
consider the treatment of early uterine carcinoma. 
On superficial examination it would seem a question 
that is easily answered, i.e., radical removal in the 
early stage with the borderline cases presenting the 
real problem. Unfortunately, it is far from being 
such a simple problem. Because of its insidious 
development and the absence of outstanding 
symptoms early, too frequently the disease is quite 
extensive before it is discovered or even suspected. 
To this must be added the unfortunate fact that 
through modesty, unreasoning fear of the condition, 
or ignorance, which attributes the symptoms to the 
menopause, piles, etc., the patient often waits for 
months (average 6 to 11) before seeking advice. 
Furthermore, too frequently there exists careless- 
ness, or inadequate experience on the part of the 
attending physician. These factors then suggest the 
difficulties encountered but offer no solution of the 
problem. I have no wish to outline any special plan 
for working out this question. Various methods of 
procedure are in use in the different states under the 
direction of the Society for Cancer Control, which 
yearly carries on a campaign of publicity, including 
clinics, lectures, newspaper propaganda, etc. This 
work has been admirable in the instruction and 
sound advice given forth with its slow leavening 
influence, but, after all, the crux of the problem 
rests with the physician. 

It seems wholly unnecessary to even mention 
symptoms, but we are too prone to overlook the 
patient’s statement that she has noticed a leucorrheal 
discharge as an entirely new symptom or an altered 
amount and character of leucorrhea previously pres- 
ent. This at first is of a watery, serous nature, 
somewhat irritating and becoming altered later to 
yellow, brown, green, bloody and foul as bacterial 
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invasion and ulceration occur. More frequently the 
first symptom complained of by two-thirds of these 
cases is heomérrhage, i.e., post-menopausal bleeding 
or an alteration in the character of the menstrual 
flow such as increased duration and amount of flow, 
increased frequency, irregularity of flow, etc., asso- 
ciated with trauma often. Frequently slight bleeding 
is completely overlooked by a large percentage of 
women. Pain, loss in weight and strength, cachexia, 
are all late symptoms and need not concern us here. 

Since there are then no outstanding early 
symptoms, and because so often the patient’s general 
condition early is improved, we must depend on 
education and our own conscientious efforts to arrive 
at an early diagnosis. This demands intelligent 
attention to details, experience in the different types 
of cervical lesions, frequent observation and study 
in every doubtful case, including inspection, palpa- 
tion for any enlargement, swelling, growth, irreg- 
ularity, suspicious induration, loss of elasticity, 
friability, parametrial and ligamentous thickening 
and resistance, etc. I would emphasize especially the 
macroscopic and clinical picture but in case of doubt 
the curet or a biopsy must be resorted to and sub- 
mitted to the pathologist for study, preferably by 
frozen section method with preparations complete 
for immediate operation, if a positive diagnosis is 
returned. This eliminates the increased danger of 
hematogenous, lymphogenous and_ implantation 
metastases arising from the cut surface. I cannot 
subscribe to the view that every suspicious case 
should be subjected to operation or radium on sus- 
picion alone. By careful study and _ intelligent 
observation of patients we can arrive at a diagnosis. 
Cases that present no difficulties in diagnosis offer 
little hope of cure as a rule. A good working rule 
is to consider every suspicious case as carcinoma until 
proved otherwise. 

I believe that the treatment of early carcinoma 
of the cervix should be by radical operation where 
no contraindicating factors exist. The percentage of 
operability and of what constitutes an operable case 
varies in different hands, being from 40 per cent to 
60 per cent and depending on the stage of the dis- 
ease when first seen, and the skill of the operator. 
Operability means curability and implies early 
diagnosis. The proportion of surgical cures, i.e., 
freedom from recurrence after five years, varies 
from 40 per cent to 50 per cent plus, and the abso- 
lute curability of cervical cancer derived from a 
study of the total number of cases varies from 16 
per cent to 25 per cent. These percentages are 
gradually being increased by improvement in 
technique and surgical judgment, by early diagnosis 
and all that it implies, and by the judicious use of 
x-ray and radium as_ post-operative measures. 
Surgical treatment demands great care in the choice 
of patients and an accyrate knowledge of the origin 
and spread of the disease, of its local character early 
and at the time of the contemplated treatment, of 
its permeation of lymphatics and surrounding con- 
nective tissue, and of the lymphatic drainage system. 
It means wide removal of the common avenues of 
extension, including the upper vaginal cuff, the 
tubes, the ovaries, the broad ligaments, the para- 
metria, the iliac and sacral lymph glands, etc. It 
means intelligent consideration of contraindicating 
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factors such as heart, kidney and tuberculosis. In 
60 per cent of the patients deemed operable cancer 
has extended beyond the uterus and the actual condi- 
tion of the parametrium and lymph glands cannot 
be determined by clinical examination. Conflicting 
statistical reports exist as to the results in general 
and as to the percentage of gland involvement re- 
maining after operation as they include every type 
of case, many of which were hopeless. Glands are 
involved in from 30 per cent to 50 per cent of the 
early or operable cases. Surgically, the disease should 
be considered hopeless if it extends beyond the para- 
metria, but the mere technical difficulties offered by 
radical surgery are no excuse for failure to employ it 
because of what it offers in the hope of cure. Limited 
surgery is useless. 

The field for radium is indeed broad, including 
the inoperable and questionable borderline condi- 
tions, but its real field in early cases is not sufficiently 
tried and proved to warrant the throwing aside of 
surgery in early and operable cases. On the one 
hand we have carefully worked-over statistics 
gathered from thousands of patients treated by 
radical operation during the past twenty years and 
the ground is well outlined. On the other hand, 
radium intelligently applied, is too recent to permit 
of similar statements drawn from sufficiently large 
series to meet these requirements. We do not know 
what the years may bring forth in these radiated 
cases. Moreover, there is great uncertainty in radium 
technique, with constant changing and as yet no 
standardized outline of treatment has been devel- 
oped. The pendulum at present seems to be swing- 
ing back from the massive primary dose of radium 
to the fractional small dosage with a large number 
of radiologists following no special system but 
laying primary emphasis on proper screening. 
Theoretically, radium seems an ideal therapeutic 
weapon with which to attack cervical carcinoma, 
since it can be inserted into the center of the 
malignant mass with resulting radiation of the pelvic 
tissues within a radius of six centimeters. Practically 
radium in ordinary dosage has power probably to 
kill only cancer cells lying within a radius of two 
to three centimeters. Beyond this distance the rays 
may be so weak as to stimulate cancer cells without 
destroying them. The close proximity of the bladder, 
ureters and rectum (2 cm. at best) render them 
subject to severe injury. While it is theoretically 
possible by supplementary cross-firing through differ- 
ent portals of entry to attack the parametrial wings 
and gland areas with the longer gamma rays, this 
requires such enormous doses of radium that it is 
removed from the realm of practicality. Moreover, 
radium, especially in unskilled hands, possesses vicious 
and annoying possibilities, namely, proctitis, nausea 
and vomiting, obstructing fibrosis with pinching of 
nerve trunks, general systemic reaction, fistula, etc. 

The general systemic reaction with lowered 
resistance and predisposing to infection and inter- 
current disease, the particular cell reaction and the 
general blood reaction are factors that we know 
little about. Other problems are measurement of 
dosage, standardization, ionization and osmotic 
changes in cells and fluids, effects on basal metabol- 
ism, the role of the cell lipoids and cell decay 
products, methods best calculated to stimulate the 
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patient’s immunity, etc. Further, the expense of 
radium, the relative shortage of supply in some 
countries, the expense of installing proper x-ray 
apparatus, as well as the question of intelligent 
technique, necessarily limit the usefulness of this 
method. These, with other problems, must be 
cleared up before we can hope through comparative 
statistics to appreciate the limitations and possibilities 
of radiation. There is the additional factor of pro- 
longed treatment which many patients will not 
follow to the end, and the fear of a recurrence in 
organs that have not been eradicated. The argu- 
ment that recurrences following radium treatment 
will occur during thé first year, if at all, does not 
hold, as shown by Bumm. We are all anxious to 
cure and in spite of a 10 per cent to 30 per cent 
surgical mortality, with the recent results pointing 
more and more to the lower figures, the results as 
yet justify operation in the early case of cervical 
carcinoma. The fact remains that about 50 per cent 
of operable carcinomas of the cervix may be per- 
manently cured by surgery. According to Bumm’s 
studies, the percentage of cures in operable and 
borderline cases of carcinoma of the cervix is one- 
third less with radiation than that obtained by opera- 
tion at at the end of six years, although reports 
exist from a few German clinics, Deoderlain, Seitz 
and Zweifel, with a claim for results with radium 
that equal those obtained by operation. 

In borderline cases surgery offers only a 10 per 
cent to 15 per cent chance of cure and radium is, 
therefore, the treatment of choice, Bumm showing a 
23 per cent five-year cure, 19 per cent four to five- 
year cure, and 39 per cent three to four-year cure. 
Perhaps in time, with improved radium technique, 
this may replace surgery even in the early cases. 


Radium is a very questionable agent as a pre- 
operative prophylactic measure in operable cases or 
to render borderline cases operable. It increases the 
difficulties of operation, may give rise to septic 
complications, cannot reach the limits that surgery 
can, may stimulate outlying cancer cells, devitalizes 
normal tissues and renders them more susceptible to 
sepsis and possesses no special advantage as a pre- 
liminary “cleansing” measure over judicious cauter- 
ization (Graves). When it is used, surgery should 
follow within a period of three weeks. 


As a post operative measure where there is a 
reasonable doubt that all of the diseased tissue has 
be removed, radium or deep x-ray therapy should be 
used as soon as the tissues have healed. Otherwise 
it possesses the dangers as above outlined, enhanced 
by the thinness of the tissues remaining, and expos- 
ing yital structures to radium burns. The judicious 
use of deep x-ray therapy as a post-operative measure 
would seem to offer more than radium, especially 
where the pelvic wings are to be treated. ‘This 
avoids the dangers offered by radium in scar tissue 
and in organs such as bladder and rectum. Early 
cases rendered inoperable by such contraindications 
as renal disease, old age, obesity, diabetis, heart 
disease, etc., should be treated with radium. 

In Graves’ opinion, borderline cases are usually 
incurable by either operation or radium, but ex- 
ploratory incision is justifiable with radium being 
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less dangerous and offering better chances for pro- 
longation and comfort of life in cases of doubt. 


Deep x-ray therapy as a primary procedure in 
pelvic malignancy is not rational, but may be used 
to advantage in cross-fire. To destroy cancer cells 
in the pelvis requires several portals of entry with 
deep therapy technique and in the presence of 
metastases there should be more to allow of thorough 
treatment of the various fields. This entails danger- 
ous effects on the intestine, skin, bladder and is both 
time-consuming and expensive. 


In cases of early carcinoma of the body of the 
uterus, surgery offers by far the greatest chance for 
cure. These conclusions are based on the type of 
lesion usually present, the usual advanced age of the 
patient with firm uterine walls, its relatively less 
malignant character, its slower spread with late 
involvement of the peritoneum and parametrium 
and late metastasic complications. Its operability is 
high (90 per cent plus) and final results are good 
with 51 per cent of five-year cures. 


The following points in surgical technique should 
be emphasized: Cases for operation should be 
selected with the greatest care, an exploratory 
incision being resorted to in case of doubt. This 
procedure requires skill, careful technique and cour- 
age to proceed or even to desist where conditions 
seem to warrant. A careful cystoscopic examination 
of the bladder base is essential. Thorough cauteriza- 
tion of the cervix should be done immediately pre- 
ceding operation and followed by tight suturing of 
the external os to prevent contamination of the 
operative area. This, aided by thorough sterilization 
of the vaginal canal with idodin, adds materially to 
the success of the operation. Some prefer radiation 
ten days to two weeks previous, but done without 
anesthesia, as these patients do not tolerate well a 
second anesthetic. The abdominal route offers a far 
better avenue of approach and greater opportunity 
for wide removal of the involved structures. A 
careful, systematic technique, based on _ exact 
anatomical knowledge, operative experience and skill 
and sound surgical judgment, should be followed. 


350 Twenty-ninth Street, Oakland. 


DISCUSSION 


WILLIAM Henry Givpert, M. D. (Brockman Building, 
Los Angeles)—Cancer of the uterus is a subject so big 
and so full of important situations that it is very hard in 
the short space allotted one to cover the entire field. Dr. 
Sherrick’s paper has so thoroughly covered the entire field 
that it is hard to find a point of entrance in order to 
intelligently bring out anything that he has not touched 
upon. Every man who has extensively practiced surgery 
is confronted with two things, namely, the high mor- 
tality rate that goes with radical Wertheim surgery, 
and the high percentage of post-operative recurrence 
of cancer of the uterine cervix. The great difficulty 
lies in seeing these cases early in their existence. Practi- 
cally all of them come to us when the disease has ad- 
vanced to a point when visual and digital examination 
of making a diagnosis is obvious. When this point has 
been reached 90 per cent have passed beyond the useful- 
ness of curative measures of any kind. The slight per- 
centage of recoveries without recurrence, whether the 
treatment be surgical or otherwise, is no argument in their 
use as a measure to be advocated indiscriminately. The 
hope of curing cancer of the cervix lies in early diag- 
nosis and I am not entirely satisfied in my own mind as to 
whether surgery or radium and x-ray therapy offer the 
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best course to pursue. Personally, I have ceased to operate 
on cancer of the cervix where the disease has advanced to 
the point when the diagnosis is easily made. I believe 
that then radium offers a better palliative measure than 
does surgery of Percy’s cautery. One cannot be too care- 
ful in the prognosis given these unfortunates. I am satis- 
fied that the people as well as physicians are realizing 
that the hope of absolute cure in these cases lies in early 
diagnosis. It is a terrible condition of affairs for a 
patient to present herself with the entire lower segment 
of the uterus destroyed by cancer and to learn that this 
patient has been under treatment for months for ulcer of 
the womb. The saddest thing in this whole picture is the 
fact that these patients could have been saved but for 
the mistake in the diagnosis. 

When any physician is in doubt as to the malignancy 
of a badly lacerated and eroded cervix he should have no 
hesitancy in calling for surgical and pathological con- 
sultation. It is just as important in borderline cervix 
conditions to have a competent pathologist at hand as it is 
in breast cases when breast neoplasms are about to be 
removed. Surgeons are extremely fortunate because, un- 
like the physician dealing with cancer of the stomach, we 
can, with the greatest of ease, secure a specimen of sus- 
pected tissue and immediately ascertain whether or not 
the trouble is suitable for plastic repair or a complete 
hysterectomy to be followed by high voltage x-ray therapy. 
The successful treatment of cancer, in my opinion, is not 
any one individual agent but a combination of early 
diagnosis, surgery, radium, x-ray and Percy’s cautery, 
which, unquestionably, has a place in treatment in all 
forms of carcinoma. I believe that the internal use of 
colloidal gold is going to add considerably to our arma- 
mentarium in the treatment of cancer. The experience 
of Ochsner has proven it a benefit in the post-operative 
handling of these cases. 


Avucust Jerome Larticau, M. D. (391 Sutter Street, 
San Francisco)—When all is said regarding the present 
treatment of cancer generally, the outstanding facts of 
experience remain that our present methods are on the 
whole inadequate and unsatisfactory. The keynote to 
more successful results lies, as has been repeatedly 
emphasized by Dr. Sherrick and many others, in the 
recognition of the disease in its earlier manifestations; 
and with this in mind the education of the laity and even 
the physician must be pushed to the point where only 
wilful self-neglect can prevent timely and proper treat- 
ment and a higher percentage of cures. 

While there is an agreement as to the fundamental 
importance of this aspect of the problem, the merits and 
limitations of radio-therapy and operative treatment have 
unfortunately not yet been clearly determined. Many are 
now advocating the radium treatment of earlier operable 
cases of cervical carcinoma by radiation alone and the 
figures they advance in support of their claims cannot be 
disregarded, but, notwithstanding the brilliant achieve- 
ments along these lines, it seems to me that for the present 
at least, radical operation followed by radiation or not, 
still appears to be the line of action which is most likely 
to yield the surest and best results. In advanced inoperable 
cases on the other hand, as well as in many of the border- 
line ones, radiation remains our most effective remedy, 
the palliative effects being nothing short of wonderful in 
many instances. 

The question as to whether or not preoperative radia- 
tion should be routinely practiced is still a mooted one. 
Further experience will be necessary before any con- 
clusions can be drawn regarding this point. In my own 
experience I have not observed any of the drawbacks 
mentioned by other writers; nevertheless, it is well to 
keep them in mind. 


Doctor SHERRICK (closing)—There is just one point 
that I want to emphasize more strongly, i.e., the effect 
of x-ray and radium on the blood. As shown by Von 
Kiehm, even in castration doses there is a decided 
decrease of both white and red cells with a definite and 
significant drop in hemoglobin while the blood platelets 
increase. The blood picture is extremely slow to return 
to normal and convalescence is much slower. These 
factors we cannot ignore in dealing with massive doses of 
x-ray therapy and in our enthusiasm for radium in 
uterine carcinoma that is not far advanced and in 
prophylactic preoperative or in post-operative treatment. 
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ABOUT INFECTIOUS JAUNDICE IN UTAH 


By Joseru H. Peck, M. D., Tooele, Utah 


Tooele and Lincoln, towns of a common water supply, 
seem to suffer most severely, while Grantsville and Stock- 
ton, which each have a separate supply, are practically 
free from the disease. 

The disease affects preferably children three to twelve 
years of age, no difference in the sexes. I have never 
seen it in a nursing baby and only three adult cases in 
five years. 

I know of no treatment of any benefit except an earnest 
endeavor to keep up the water intake and watch for 
signs of an acidosis which may occur in the persistent 
cases. 


Discussion by George A. Cochran, Salt Lake City; 
W. W. Boardman, San Francisco; Donald J. Frick, Los 
Angeles; T. B. Beatty, Salt Lake City. 


PROBABLY the most complete review of the 
infectious jaundice situation in our recent litera- 
ture is a paper by Blumer, read at the San Francisco 
session of the American Medical Association, 1923. 
In this he tabulates the epidemics over the United 
States from the initial one, which occurred in Vir- 
ginia in 1812, to and including 1922. The most 
striking thing about the incidence of the outbreaks 
is the great increase in number and distribution 
since the late war. 


In his report he lists only one break in Utah, that 
at Kaysville, in 1915. I feel that this subject has 
been neglected in our state and that perhaps if it 
were drawn to our attention that it might be a 
means of getting more complete reports of the 
incidence in Utah and that a better means of control 
might be determined. 


First as to the name: This condition is not the 
infectious jaundice of our textbooks. Most writers 
ignore it entirely and those who have done work 
on it are unanimous in stating that it is in no way 
related to Weil’s disease. With exception of jaundice 
they have nothing in common. 


Incidence: In the five years I have been living 
in Tooele, I have seen outbreaks, both in spring 
and fall, of each year, and Drs. Phipps and Davis 
tell me that they have had it to deal with for 
twenty-five years, at least in occasional outbreaks. 

Tooele and Lincoln, towns of a common water 
supply, seem to suffer most severely, while Grants- 
ville and Stockton, which each have a separate 
supply, are practically free from the disease. In 
1923 almost every child in the Lincoln school, about 
twenty in number, was affected in a period of six 
weeks, and I will give below a detailed report of 
cases occurring in my own practice in Tooele during 
October and November of this year. 

For those not familiar with Blumer’s paper, I 
will give a brief description of the condition as we 
see it in Tooele County. A child shows loss of 
appetite, sometimes for a week before the onset of 
the severe illness, and if closely watched it will be 
noticed that its stools, though solid, are getting light 
in color and very foul. I have never seen fever at 
this stage. After this prodromal period vomiting 
commences and is usually very severe, many patients 
being unable to retain even water for twenty-four 
hours or so. This is accompanied by a fever of 
various degrees, some running as high as 105. After 
twenty-four to forty-eight hours of this the child 
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begins to show jaundice, some in conjunctiva only, 
more often, however, the discoloration is intense, 
the whole body being markedly yellow. This lasts 
rarely more than forty-eight hours when the child 
rapidly clears up and appetite and bowel movements 
return to normal, though the jaundice may last a 
week and the child refuse any food for an even 
longer period. On the other hand, light stools may 
give only clue to nature of condition. 

The urine contains bile, never, however, showing 
albumin as in Weil’s disease. Liver usually palpable 
and tender. The leucocytes are only moderately 
increased, 12-15000 being the maximum. No relapses 
or conjunctival hemorrhages as in Weil’s disease, 
though a child may have a second attack. Itching is 
not as marked as in jaundice from other conditions. 
Bacteriologically, nothing has been discovered which 
sheds any light on the mode or cause of the infection. 

I have fed urine soaked carrots to a pig and 
injected him intreperitoneally with blood from a 
severe case without upsetting his well-being in any 
way whatever. Weil’s disease always being fatal to 
a pig and the causative spirillum found with ease in 
his blood. 

Occurrence: The disease affects preferably chil- 
dren three to twelve years of age, no difference in 
the sexes. I have never seen it in a nursing baby and 
only three adult cases in five years. These in adults, 
however, occurred when no epidemics among the 
children were on hand, so probably could be classed 
as catarrhal jaundice, which is considered by Blumer 
as likely sporadic cases of the above condition. 


Treatment: I know of no treatment of any 
benefit except an earnest endeavor to keep up the 
water intake and watch for signs of an acidosis 
which may occur in the persistent cases. I have not 
found it necessary to use glucose solution to combat 
it, but believe such a condition might arise in a 
debilitated baby. 

Upon return of appetite children seem to relish 
zweibach and other starches and for several days are 
unable to handle the usual amount of milk without 
pain after ingestion. 


The following tabulation of cases answers the 
question of its infectivity: 


1. On September 28, Beth Porter, eight years 
old, took sick with vomiting, chalk stools followed 
by jaundice of four days’ duration. 


2. October 9, Marjory Orme, five years 
old, her playmate and neighbor, followed with same 
story. 


3. October 11, Vivian Stephens, four years 
old, playmate of first two and cousin of Orme child, 
took sick. 

4. October 13, June Staples, four years old, 
cousin of Orme child, who lived two blocks 
away and visited infected neighbors two or three 
times a week, took sick with same story. 

5. October 20, Nathan Porter, three years 
old, cousin and occasional playmate of Beth Porter, 
living one-half mile away, had same course with 
exception of a diarrhea. No effort had been made 
to keep above children from playing with first case 
until jaundice was marked. 


6. November 4, Willard Stephens, nine years 
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old, brother to case three, came down with same 
course. 


7. November 13, Ned Stephens, three years old, 
took sick. No vomiting and only conjunctiva in- 
volved. Brother to case three. 


8. November 15, Blanche Stephens, six years 
old, sister to case three, same course plus con- 
vulsions at onset. 


By this time the mothers in the neighborhood 
agreed with me that the disease was contagious and 
kept their children at home, so our last new case 
was two weeks ago. 


Several other cases occurred during this time, 
but could not be traced to this particular neighbor- 
hood. Three cases in the McBride family in Lin- 
coln and one Shields baby were sick in October and 
several cases were reported to me by neighborhood 
gossip. These not occurring in my own families 
were not followed up. 


Prognosis seems always good with no sequela, 
though deaths in women during pregnancy and very 
young children have been reported. The child, how- 
ever, is most miserable for two weeks and I believe 
more school time is lost in our district from this 
than from tonsillitis or any other common condition. 

In conclusion let me say portions of rural Utah, 
Tooele County at least, are suffering from an 
endemic disease causing vomiting and jaundice of 
ten days or two weeks’ duration, markedly infectious 
to children of two to twelve years of age, for which 
no cause is known and no method of transmission is 
as yet discovered. 


Tooele, Utah. 
DISCUSSION 


Georce A. Cocuran, M. D. (Deseret Bank Building, 
Salt Lake City)—The cases of infectious jaundice observed 
during the past six months have numbered four. The 
infectious nature of the disorder has not been conclusive. 

The ages range from twelve to eighteen years. The 
history of the cases are similar. The patient complains of 
malaise and fever with a dull, heavy ache in the epigas- 
trium. The jaundice is progressive and becomes very 
intense. The temperature ranges between 100 and 102. 
Itching is slight. Food increases the discomfort. The 
urine is dark brown. Leucocytosis ranges between 12- 
14,000. 

It requires three to four weeks for the disorder to run 
its course. I have not seen two cases in the same family 
but Dr. Peck’s cases seem to establish that it is a disorder 
disseminated by contact. 


W. W. BoarpMan, M. D. (Union Square Building, San 
Francisco)—Doctor Peck’s report calls attention to the 
confusion at present existing in connection with the vari- 
ous types of jaundice associated with gastro-intestinal 
disturbances and fever. A brief review of the literature 
will show a multiplicity of terms and confusion in their 
use. 

It is generally recognized that epidemics of jaundice 
do occur, some of which are dependent upon infection by 
the spirocheta ictero-hemorrhagica. It is less generally 
recognized that in other epidemics, the spirocheta is not 
the etiological factor. In the majority of these latter 
epidemics, the active agent has not been discovered, 
although in some an organism of the typhoid-para-typhoid 
group has been found. Differentiation of these twoygroups 
of epidemic jaundice, on clinical grounds alone, is dif- 
ficult or impossible and the only positive method must 
rest upon the demonstration or failure to demonstrate the 
spirocheta ictero-hemorrhagica. This fact explains some 
of the confusion in the literature, as several epidemics 
have been reported as due to the spirocheta ictero- 
hemorrhagica when there is no proof that such was the 
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case. It is therefore important to keep in mind that 
epidemic jaundice does occur in the absence of the 
spirocheta ictero-hemorrhagica, as pointed out by Peck 
and others. * 

Another source of confusion in this field is the com- 
monly held conception of so-called catarrhal jaundice, 
as the result of obstruction of the ampulla of Vater. 
Jones, Minot and others have demonstrated the impos- 
sibility of differentiating catarrhal jaundice from epidemic 
jaundice of unknown etiology on either clinical or path- 
ological grounds and it would therefore seem desirable 
to dispense with the term “catarrhal jaundice,” substi- 
tuting sporadic infectious jaundice in its stead. With 
this conception of catarrhal jaundice, the entire subject 
becomes clearer. 

Following Jones and Minot, I should like to suggest 
the classification of all these types of jaundice as infec- 
tious, occurring either sporadically or in epidemics. The 
sporadic cases are the cases of so-called catarrhal jaun- 
dice, the etiology of which is as yet uncertain. The 
epidemic cases occur in two groups, the one due to the 
spirocheta ictero-hemorrhagica—the other due to, as yet, 
unknown agents. 

Few cases of epidemic jaundice have been reported 
from the Pacific Coast—one by Tickell from Grass Valley 
in 1922, was accepted as dependent upon the spirocheta 
ictero-hemorrhagica, but without proof. 

It seems probable that with a better understanding of 
this subject, more frequent epidemics will be recognized 
and it is to be hoped that with our improved methods of 
studying biliary tract infections, definite knowledge re- 
garding the etiology of these conditions will be obtained. 


DonaLtp JAcCKsoN Frick, M. D. (1136 West Sixth 
Street, Los Angeles)—Light cast on the field of infec- 
tious jaundice reveals a jumbled array from which 
Weil’s Disease, through the work of Inado and Ido in 
1915, has extricated itself. What remains, with its 
motley of terminology, is awaiting a careful untangling. 
The clinical differentiation of cases of infectious jaun- 
dice, with an effort to rule out Weil’s Disease, is not 
as simple as one might gather from Doctor Peck’s 
paper. Still with the definite results which are obtainable 
through guinea pig inoculation, Weil’s Disease can be 
ruled out in any given case. Early in the disease the 
blood should be utilized for such tests, while after the 
ninth day the urine will contain the organisms in larger 
numbers than the blood. 

Certainly Weil’s syndrome should be included under 
any general heading of an acute infectious jaundice. 

That a better understanding of this condition has 
differentiated it from the general class gives promise 
that gradually the causative agents will be sufficiently 
understood to make possible a complete classification 
under the heading, “Infectious Jaundice.” 

Doctor Peck has, in this study, ruled out spirocheta 
ictero-hemorrhagica as the etiological factor. His cases, 
fall, therefore, into the general class of unknown etiology. 

Jones and Minot have made many investigations in this 
field, placing the sporadic case (formerly classified as 
catarrhal jaundice) definitely under the general classi- 
fication. 

Although it seems futile to haggle over classification 
when there is so little known of etiology, still there is 
nothing to be gained by retaining so archaic and mean- 
ingless a term as catarrhal jaundice. 

Epidemics of infectious jaundice are of not uncommon 
occurrence, particularly in war times. It has been con- 
sidered that in some of these large series of cases bacillus 
coli or members of the typhoid group have been the 
causative organisms. 

The clinical similarity of these outbreaks is marked. 
The sporadic cases, though as a rule less stormy, present 
much the same general picture. 

In a case of such persistently repeated outbreaks as 
Peck experiences in his section of Utah, one feels that 
a study of duodenal contents of these patients along 
bacterological lines might yield fruitful returns. 

Doctor Peck has here brought out interesting proofs in 
the seasonal incidence and geographical distribution of 
the epidemics in his section. In these, together with 
his observations of contact cases, he has laid a founda- 
tion for further valuable investigation. 

In the widely diversified life of the average busy 
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practitioner there is so little time for other than purely 
clinical investigation that one must congratulate Doctor 
Peck on his careful study. , 

T. B. Beatry (State Board of Health, Salt Lake City) 
—I wish to congratulate Doctor Peck on his careful 
study and timely paper on a subject which deserves more 
attention than it has received in this country, doubtless 
owing to the mild type of the disease, which is attended 
with an almost negligible mortality, and the further 
fact that the extent of its prevalence has not been 
recognized. 

Dr. Peck’s record of many cases extending over a long 
period ia his locality undoubtedly could be duplicated in 
many places. Neither health authorities nor others in- 
terested in the study of the disease have had knowledge 
of the actual conditions as no provision has been made 
for systematic reports. It is my opinion that this situa- 
tion should be remedied either through notification re- 
quired by law as in the other communicable diseases, or 
voluntary reports by physicians to boards of health. 

While the literature shows a curious diversity of 
opinion on nearly every phase of the subject, certain 
facts are obvious: the disease is severe enough to cause 
much interference with school attendance, suffering and 
other inconveniences, and it is communicable. These 
facts justify serious efforts on the part of the medical 
profession to clarify the existing state of confusion of 
ideas as to etiology, mode of transmission, prophy- 
laxis, etc. 

The only outbreak heretofore reported to the State 
Board of Health in Utah was that referred to in 
Kaysville which was reported by Dr. Sumner Gleason 
in 1915. About forty cases occurred and contacts were 
traced in nearly all of them similar to those reported by 
Dr. Peck. 

The fallacy of the theory advanced by some writers 
that the disease always originates in and is spread 
through rats was definitely disproved in that outbreak 
as there were no rats in Kaysville. 

I wish to assure the members of the society that the 
State Board of Health will render all the assistance in 
its power through its Laboratory and Bureau of Epi- 
demiolgy in assisting them in their study of the disease 
and measures of prevention. I also hope that hereafter 
the board will be notified in all cases diagnosed as 
infectious jaundice. 


Lesions of the Extremities Associated With Dia- 
betes Mellitus—A series of fifty-two cases of diabetes 
mellitus with associated lesions of the extremities has 
been observed by Frederick A. Coller and Phil L. Marsh, 
Ann Arbor, Mich. (Journal A. M. A.). The cases were 
unselected and represent 8 per cent. of all cases of dia- 
betes mellitus seen during this time. As an outstanding 
fact, all the patients in the entire group had mild diabetes 
of long standing. In no case had there been adequate 
treatment, and glycosuria had been uncontrolled through- 
out the course of the disease. In fact, the very mildness 
of the disease was responsible for its neglect by both 
patient and physician. It was only with the advent of 
visible complications that the patients came for treat- 
ment. All these patients presented lesions in the lower 
extremity, and none had significant lesions in the upper 
extremity. Of these patients, eight, all women, had ulcers 
that had not responded to local treatment. All of them 
had definite varicose veins, which were thought to be 
responsible for the ulcers. It is of interest to note that 
the knee-jerks were present in all but two of the pa- 
tients. Under dietetic treatment, the ulcers healed 
promptly with a continuation of the same type of local 
treatment that had failed previous to the institution of 
the diet. In twenty-four cases, infection was the initial 
event. The portal of entry was through some break 
in the skin, as an abrasion from a shoe, the trimming of 
a corn, a crack in a callus, all trauma of a minor nature 
in an unwashed foot. From here the infection spread 
slowly or rapidly. There were twenty cases of gangrene; 
five of these cases were complicated by infection. The 
authors direct attention to the fact, however, that not all 
lesions of the extremities associated with diabetes mellitus 
are gangrene. The use of insulin aids treatment of the 
types with infections by preventing coma and abolishing 
glycosuria. The prognosis is still grave in the group in 
which there are both impaired circulation and infection. 














August, 1925 


THE X-RAY DIAGNOSIS OF DISEASES OF THE 
NASAL ACCESSORY SINUSES, WITH 
SPECIAL REFERENCE TO SPHENOID 
AND ETHMOID DISEASES 


By Ropert A. Powers, M. D., Palo Alto 


After many trials I became convinced that accurate 
ethmoid and sphenoid interpretation was more nearly 
possible with the stereo method and adopted the 107° 
angle plate with the addition of an upward tube shift, 
the patient being erect to bring out fluid levels. 

Mapping of the ethmoid sinuses within definite bony 
landmarks is an uncertain method in many cases. 

Steroscopy of the paranasal sinuses is a valuable 
method which should not be discontinued. 

A comination of Granger's 107° angle with a 
5-inch upward tube shift at 40-inch distance through a 
small dental cone, with a lateral and a Waters projection 
in addition gives the most useful information regarding 
the paranasal sinuses. 


Discussion by Robert R. Newell, San Francisco; Fred- 
erick H. Rodenbaugh, San Francisco; James B. Bullitt, 
San Jose; H. J. Ullmann, Santa Barbara. 


"THE need for a standard method of sinus radiog- 
raphy is great. The fact that so many methods 
are in use is proof of the inadequacy of any of them. 
While some difference of opinion occurs in the in- 
terpretation of maxillary and frontal sinus condi- 
tions most of the controversy centers about the 
sphenoidal and ethmoidal cells. As the condition of 
these cells is most difficult to diagnose clinically, it 
is important that the radiologist render accurate in- 
formation. Frequently, too, errors in ethmoid in- 
terpretation are not uncovered due to their inac- 
cessability, which leads the radiologist into a routine 
which cannot fail in time to cast discredit upon the 
method and its value. A glance at the ethmoid 
capsule removed from the dried skull will show a 
complicated labyrinth of thin-walled cells which 
have completely honey-combed the bone. Indeed, 
sometimes even the wings of the sphenoid, the 
maxillae and the nasal bones are invaded as well as 
the middle turbinate bones. These multitudinous 
cells, unlike the mastoid, are completely surrounded 
by the bones of the face and skull. To correctly 
interpret bony thickening, erosion and exudate is 
difficult and, at times, impossible. A radiograph, 
made in any direction, will represent the superim- 
posed shadows of from four to fifteen cells, in ad- 
dition to those of the enveloping structures. Mas- 
toid interpretation is easy in comparison as the cells 
can be uncovered without difficulty. 

In an attempt to determine by which method or 
methods the most information could be obtained, 
I have studied the methods of Van Zwaluwenberg, 
Pfahler, Blaine, Grier, and Granger. Van Zwalu- 
wenberg introduced the vertical stereoscopic shift 
which greatly aided symmetry. Pfahler projected 
the ethmoids and sphenoids vertically downward on 
an intra-oral or extra-oral plate. This method ap- 
pears to have value in sphenoid interpretation, but 
has been found most confusing in ethmoid conditions 
as the ethmoid cells nearly always appear opaque. 
Blaine’s method for standardizing sinus technique 
includes the 23° angle. The Waters position, a 
vertical extra-oral position advocated by Law, and 
a lateral view. He excludes stereoscopy and de- 
pends on 23° angle for the ethmoid shadows. Grier 
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omits the Waters position and the lateral, taking 
four postero-anterior plates, each one stereoscoping 
with the next—an excellent method, but incom- 
plete, in being all in one direction, antero-posterior. 


The exhaustive study of Granger has been found 


mose useful. In brief, his method consists in using 
a perforated plate-changing tunnel with a hole for 
the nose, the head resting on the glabella and the 
alveolar process of the superior maxilla. One antero- 
posterior view is made on a 23° angle board. An- 
other is made on a reversed 17° angle board. One 
lateral projection is made. Granger, by standardiz- 
ing the position, holds that the ethmoid and sphenoid 
cells will fall within definite areas limited by bony 
landmarks and checked by comparing corresponding 
areas on the three different exposures. He also 
called attention to the curved line of the upper 
margin of the sphenoid in the 107° angle, mention- 
ing that a thickening of this line meant hyperplasia, 
an absence, fluid, or polyps. While I have found 
these contentions to a certain extent true, certain 
difficulties arise in using the method unmodified. 
They are: 
1. The exclusion of stereoscopy. 


2. The normal variation of skull angles pre- 
cludes absolute standardization of the 107° angle. 
In an examination of but a few specimens I have 
found a 15° variation, which is enough to alter the 
position of the curved line. 


3. There is a normal variation in the thickness 
of the curved lines due to difference in degree of 
pneumatization of the sphenoid body. 


4. A posterior ethmoid may and frequently does 
overly the sphenoid and underly the curved lines. 


5. It is impossible to accurately map the ethmoid 
cells within prescribed boundaries due to differences 
in degree of pneumatization, the posterior ethmoids 
often invading the anterior ethmoid region and vice 
versa. 


6. In the Granger 107° angle position, the 
ethmoids are obscured by the frontal, sphenoid and 
basilar portion of the occipital bone. 


7. In the 23° angle plate they are obscured by 
the nasal bones, turbinate bones and the lower half 
of the antrum by the petrous portion of the tem- 
poral bone. 


After many trials I became convinced that ac- 
curate ethmoid and sphenoid interpretation was 
more nearly possible with the stereo. method and 
adopted the 107° angle plate with the addition of 
an upward tube shift, the patient being erect to 
bring out fluid levels. 


It was found that at normal distance, 22 inches, 
the second plate gave a projection similar to the 23° 
angle position and an excellent view of the ethmoid 
capsule, uncovered, but not of the sphenoids in all 
cases. At the suggestion of Drs. Chamberlain and 
Newell of Stanford University Hospital, the’ tube 
plate distance was increased to 40 inches, which 
brought out shadows at a distance from the plate. 
It was found, however, that at this distance a 214 
inch shift gave little displacement of the petrous 
portion of the temporal bone and the ethmoids 
were not sufficiently uncovered to be ideal. The 
shift was changed to 5 inches and the result was 
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found to be most gratifying, as one plate gave 
Granger’s 107° angle position with the curved line 
and the other gave an excellent view of the ethmoid 
capsule. Viewed singly much was added to the 
ethmoid and sphenoid study and viewed together, it 
was found that the accommodation of the eyes gave 
a stereoscopic image quite as good as with the 2% 
inch shift, but with a much more favorable uncover- 
ing of the pneumatic structures. All plates are 
made 40 inches in the erect position, using a small 
dental cone. The Bucky has not been found neces- 
sary. Indeed, the films appear clearer without it. 
A very definite idea of the ethmoid structure can be 
obtained both as to density and hyperplasia. The 
sphenoids are clearly brought out. A lateral view 
is added to determine the depth of the frontals and 
as a check on the location of ethmoid or sphenoid 
density. The Waters position is substituted for 
Granger’s 25° angle position as the writer believes 
more information is obtained. 


CONCLUSION 


1. Mapping of the ethmoid sinuses within 
definite bony landmarks is an uncertain method in 
many cases. 


2. Stereoscopy of the paranasal sinuses is a valu- 
able method which should not be discontinued. 


3. A combination of Granger’s 107° angle 
with a 5-inch upward tube shift at 40-inch distance 
through a small dental cone, with a lateral and a 
Waters projection in addition, gives the most useful 
information regarding the paranasal sinuses. 


The Palo Alto Hospital. 


DISCUSSION 


Rosert R. Newet, M. D. (Stanford University Hos- 
pital, San Francisco)—-Dr. Powers has gone ahead with 
the specialized x-ray study of the ethmoids and sphenoid. 
I, too, have adopted Van Zwaluwenberg’s method of 40- 
inch distance and sagittal stereo. shift for the ethmoids. 
I would be very unwilling to give up the stereo., how- 
ever much Granger may have taught us about the ap- 
pearance of the sphenoid and ethmoids on single films. 
It seems to me worth while to take the films with the 
patient sitting, as does Powers, in order to show fluid 
as different from soft tissue filling the sinuses. I have 
found it worth while also to make one horizontal ray 
exposure with the patient lying on his side. Free fluid 
will gravitate to the dependent portion of the sinus and 
demonstration of this shifting proves that the observed 
density is in fact due to fluid and nothing else. I am 
using the Bucky diaphragm for routine sinus studies, 
believing that the contrast is thereby improved. I must 
agree with Dr. Powers that it is not essential, however. 
I continue to depend on the Waters position for the 
best x-ray evidence in regard to the maxillaries. 

FrepericK H. RopensauGH, M. D. (516 Sutter Street, 
San Francisco)—I have been greatly interested in ob- 
serving Dr. Powers’ demonstrations of sinus technique, 
and feel certain that he has done much to clarify the 
difficult phases of accessory sinus disease. 

My practice has been to use Van Zwaluwenberg’s tech- 
nique in the examination of ethmoids and sphenoids, and 
it has been satisfactory. It is my impression that fa- 
miliarity with the method will enable one to determine, 
with a fair degree of accuracy, the presence of ethmoid 
and sphenoid disease. In addition I have used a mouth 
film for a sagittal projection of sphenoids which has 
been helpful in determining the size of sphenoids, and 
their comparative densities. The diagnosis of ethmoid 
disease has not been successful with mouth films. As a 
routine I have not used the Bucky diaphragm, and have 
not felt the necessity for its use after comparisons. 

Doctor Powers is to be congratulated on the technical 
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accuracy of his work and very interesting group of 
cases he has presented. 


James B. Bu.uitt, M. BD. (Garden City Bank Bldg., 
San Jose)—The difficulties attending the study of para- 
nasal sinuses are generally recognized by roentgenologists 
who have strongly felt. the need of improved methods 
in the examination, especially of the spenoidal and 
ethmoidal cells. Therefore the proposals of Granger 
were received with great interest, although his conclu- 
sions are yet to be confirmed. Powers disputes Granger’s 
statement that with the 107 degree angle it is possible to 
make strikingly similar radiographs of very differently 
shaped heads. Powers in a few specimens finds a varia- 
tion of as much as 15 degrees. As Granger’s findings 
are primarily and largely based on the correctness of 
this proposition, it is to be hoped that further and ac- 
curate studies will soon appear dealing with this phase 
of the subject. 

Powers’ idea of using Granger’s angle board position 
at a distance of forty inches and combining with it the 
making of stereoscopic plates with vertical instead of 
lateral shift, as proposed by Van Zwaluwenberg, appears 
most logical. 

Doctor Powers’ proposal appears to be a distinct ad- 
vance toward the goal of a better exposition of the 
pathology of the sphenoidal and ethmoidal regions. 


H. J. Uttmann, M. D. (Santa Barbara Cottage Hos- 
pital, Santa Barbara)—I was much interested to hear 
that Dr. Powers had not been able to get essentially 
similar pictures with the Granger position. So far I 
have been fortunate in being able to do so, and it will 
be a blow to find that I cannot. Since using the Granger 
position and his recommended 107 degree angle, I have 
felt considerably happier in attempting to interpret films 
of the sphenoidal region, but the ethmoids still remain a 
great trial and stumbling block. Doctor Powers’ method 
of combining the glabellar-maxillary position with a 
40-inch distance and vertical stereo. shift appeals to me 
strongly and I am going to give it a trial. 

Doctor Powers (closing)—I hope that I have not 
given the impression that the method I am using is an 
easy solution of the ethmoid and sphenoid problem. It is 
simply an attempt to combine the best of many methods 
on four plates and has been found to be an improvement 
in my hands. Special cases will require more, such as the 
vertical intra-oral method in certain hyperplastic sphenoid 
cases. 


Isthmospasm of the Fallopian Tube—Isthmospasm 
of the fallopian tube is described by W. T. Kennedy, 
New York (Journal A. M. A.), as being an obstruction 
between the meeting of the ovum and the spermatozoa 
and may be the only obstruction preventing the passage 
of a fertilized ovum from the tube into the uterus—a pre- 
disposing factor in ectopic gestation. Isthmospasm is 
one condition that will explain selective sterility. At- 
tenuation of an isthmospasm would explain some con- 
ceptions. Isthmospasm exists in some women complain- 
ing of sterility or sterility and dysmenorrhea, and is fre- 
quently associated with anteflexion. Isthmospasm is 
caused by the improper balance of the autonomic and 
sympathetic innervations, either the autonomic being in 
excess or the sympathetic being deficient. A tube, having 
an apparently normal ampulla and no evident abnormal- 
ity of the isthmus, even though it obstructs the passage 
of carbon diovid gas by insufflation, should not be re- 
moved at operation because we may render a patient 
permanently sterile who is now only temporarily so. 


Raynaud’s Disease Complicated With Gastric Ulcer 
—The case reported by Julius Friedenwald and William 
S. Love, Baltimore (Journal A. M. A.), presents a typical 
instance of Raynaud’s disease complicated with gastric 


ulcer. While it is most difficult to demonstrate a definite 
relationship existing between the two affections as oc- 
curring in the same patient, it is extremely interesting 
to note, and it is quite possible to conceive, that both 
may have originated in a vascular spasm. That similar 
spastic manifestations of the blood vessels occur in the 
internal organs in Raynaud’s disease is revealed in the 
well observed attacks of hemoglobinuria and of ab- 
dominal colic noted at times in this affection. 
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EXTRAPLEURAL THORACOPLASTY 
Scotr D. GLEETEN, M. D., Monrovia 


This operation is generally applicable in patients where 
artificial pneumothorax is indicated and cannot be given. 


It may be done in any number of stages under local 
anesthesia. 


It produces very little shock. 
I make a plea that it be more generally used. 


Discussion by Ralph B. Scheier, San Francisco; Harold 
G. Trimble, Oakland; J. W. Robinson, Los Angeles. 


Ds of the chest presents to the clinician 
more problems in mechanics than that of any 
other part of the body and the recital of the obstacles 
met and overcome is one of the most interesting 
stories in medicine. — 

The evidences of disease within the chest have 
been carefully studied, particularly since Laennec; 
abscesses were recognized, the cavities of tuber- 
culosis were diagnosed, bronchiectasis was known, 
but the problem of the treatment of these conditions 
by drainage and the approximation of the walls of 
the diseased areas within the rigid chest wall was 
one of great difficulty. Thoracoplasty, as a means 
of overcoming the rigidity of the chest wall, was 
first brought to the attention of the medical world 
by Carl Spengler in 1890. In 1905 Brauer and 
Friedrich adopted an operative plan similar to the 
Schede, which afforded excellent exposure of the 
ribs, but was attended by so much shock and such 
a high mortality rate that it fell into disrepute. 

Wilms operation was much simpler and more 
easily done, was attended by much less shock and 
really gave impetus to surgery for the relief of sub- 


acute and chronic inflammatory intra-thoracic dis- 
ease. 


This operation consists of the removal of a section 
of the first seven or eight ribs through a para- 
vertebral incision followed in a few weeks by a 
section of the costal cartilages of the corresponding 
ribs. This allows underlying cavity or abscess walls 
to approximate, affords an opportunity for more or 
less lung rest and gives a vertical column of rib 
sections against which pressure can be made without 
injury to the underlying viscera. It does not, how- 
ever, secure complete collapse either in the horizontal 
or the vertical plane. 

Sauerbruch’s operation done through a para- 
vertebral incision with removal of a section of the 
first to the eleventh ribs, including the angles, is the 
operation of choice. It is done in at least two stages 
under novocaine-adrenalin anesthesia. From 4-11 
centimeters is resected from each rib, depending 
upon the ease of access, condition of the patient, etc. 

I have been able to collect some recent reports of 
this operation, including H. Hauke, who says that 
as between artificial pneumothorax and _ thoraco- 
plasty (Sauerbruch), thoracoplasty will be found the 
easier to perform. He believes the lung compression 
to be more uniform than in artificial pneumothorax. 
Gravesen uses Sauerbruch’s method but he fortifies 
novocaine anesthesia with ether during the difficult 
parts of the operation. 

Santy and Guilleminet also use a modified Sauer- 
bruch operation in the treatment of bronchiectasis 
and quote Sauerbruch’s report of thirty cases with 
but one death. Archibald follows Sauerbruch’s plan, 
using a two-stage operation under novocaine and 
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nitrous oxide anesthesia. He says he used to think 
that artificial pneumothorax should be tried first 
but now believes that a certain percentage of cases 
do better if thoracoplasty is done in the beginning, 
such as where refils would be difficult to obtain. 
Hedblom reported a series of ten cases of unilateral, 
so-called, bronchiectasis, in which he used a many- 
stage operation with resection of 6-12 centimeters 
of as many ribs as he deemed necessary through a 
para-vertebral incision. After resection absolute 
alcohol was injected into the nerve trunks. The 
remaining sections of the corresponding ribs were 
later resected through an anterior incision. He 
used novocaine, fortified with nitrous oxid oxygen 
anesthesia. Thearle reports thirteen cases done by 
Sauerbruch’s method with two cures and six mark- 
edly improved. He uses local anesthesia but does 
the work in one stage. Lambert and Miller review 
twenty cases treated by Sauerbruch’s method. They 
are not clear as to the anesthetic used but append 
the results of several operators which I have taken 
the liberty of copying. 


Cured 
No.of Operative Late Total or ate 
cases mortality mortality mortality improved 
pct. pet pet, pct. 
Sauerbruch 12 pare a 35 
Gravesen sat eens 9 41 
Stocklin as ong 24 37 
Bull 10 25 35 aS 
Archibald 14 8.5 22.5 42 
Lambert and Miller 15 15 30 55 


Watson reports four cases and advises that 
thoracoplasty be done in cases in which artificial 
pneumothorax cannot be given. He uses local 
anesthesia. 


In my opinion there are four main types of sub- 
acute or chronic inflammatory intra-thoracic dis- 
ease in which extra-pleural thoracoplasty may be 
indicated, and the indications for thoracoplasty are 
virtually the same as for artificial pneumothorax, 
namely, severe more or less unilateral cases of 
tuberculosis that are not doing well or that it 
appears will not do well under sanatorium or 
home care; severe more or less unilateral bron- 
chiectasis-or lung abscess cases that are not improved 
by postural drainage or vaccines; and the chronic 
unilateral post-influenzal cases resembling tuber- 
culosis and requiring practically the same surgical 
treatment. 

In the aforementioned types there is a great class 
of cases in which artificial pneumothorax cannot be 
given at all because of pleural adhesions, or in which 
the space is so small that no beneficial result can be 
expected from artificial pneumothorax, and cases 
receiving artificial pneumothorax who have lost their 
free spaces following an attack of pleuritis. In these 
cases thoracoplasty offers considerable hope. Neither 
the presence of air following a pneumothorax nor 
a small pleural exudate in the side to be operated 
upon is a contra-indication. Early unilateral renal 
tuberculosis, slight laryngeal involvement, or a bron- 
chial fistula, need not interfere with the use of thor- 
acoplasty. The contra-indications are other serious 
visceral diseases or complications of existing disease 
such as amyloid, etc. In general, the patients who 
are fairly well nourished and whose digestion is 
good, do best—notable gain in weight is rather 





1012 


unusual following either artificial pneumothorax or 
thoracoplasty. 


The patient who is about to be operated upon 
should be unger the observation of the surgeon for 
some time and should be gotten into the best physical 
condition possible. The blood picture should be 
carefully studied and if an anemia is present appro- 
priate remedies should be used. It should also be 
seen to that the elimination is good. If the patient 
is in the habit of clearing out cavities or bron- 
chiectatic areas, this should be done before he is 
placed on the table. An hour before the time of the 
operation he should be given morphine sulphate 
grain, one-eighth, hyperdermatically, and another 
one-eighth grain of morphine may be given when 
the patient enters the operating room if it is thought 
necessary. He should lie on the least affected side 
with a folded pillow between the shoulder and the 
hip to separate the ribs. See that he lies comfort- 
ably and that the nurse is a good moral anesthetist. 
The 1 per cent novocaine adrenalin solution should 
be freshly prepared. We are in the habit of making 
a small wheal with a fine platinum needle as a 
point of entrance for the steel needles which are 
used for further infiltration. These needles are 22 
gauge and four centimeters long, ten and twenty 
cc. Luer syringes are used. A wheal is first made 
three to four fingers’ breadths from and parallel with 
the spinous processes extending from the twelfth to 
the fourth ribs. Through this the needles are thrust 
deeply in every direction until thorough infiltration 
has been made, paying particular attention to the 
points of exit of the intercostal nerves; about 400 
cc. of novocaine is used in each stage. The incision 
is made through the wheal. More anesthetic may 
be used as the operation progresses. When the ribs 
are encountered the eleventh is quickly cleared of 
muscle and periosteum and resected close to the 
spine—the cut end of the rib is seized with a grasp- 
ing forceps, drawn out as far as possible and a sec- 
tion 8 to 11 centimeters long is removed. After a rib 
has been resected the remainder of the sections can 
be removed much more quickly on account of the 
increased space in which to work. 

It is quite important to avoid injuring the inter- 
costal nerves and arteries but too much time need 
not be given to removing the periosteum. After the 
ribs from the eleventh to the sixth have been 
removed each intercostal nerve should be picked 
up and injected with a few drops of absolute alcohol. 
This prevents pain and makes further anesthetiza- 
tion much more easy if anterior section is contem- 
plated. A long rubber twenty-four-hour drainage 


tube should be inserted and the wound closed in 
layers. 


As a rule, since there is considerable sero-sanguin- 
eous drainage, a very large dressing should be 
applied and the patient should be asked to lie on the 
operated side as much as possible. Surprisingly 
little shock follows the operation but there may be 
rapid pulse and dyspnoea for two or three days. 
Occasionally a large amount of foamy, watery 
sputum is coughed up. No marked change may be 
noted in the patient’s general condition following 
the first stage unless the disease be basal, but in 
three or four weeks the second stage may be under- 
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taken, using the same procedure. At this time it 
will be found necessary to have a retractor with 
a long, wide blade to elevate the scapula in order 
that the operator may work under it and some dif- 
ficulty may be found in resecting the first rib on 
account of its position and shape. It is here that 
some operators use nitrous oxide and oxygen to 
supplement the novocaine. 


The success of this operation depends largely 
upon two factors: First, a tractable patient, and 
second, the removal of as large a section of rib as 
possible. The test is said to be absence of palpable 
rib between the spinal column and scapula. 


The improvement is rapid following the second 
stage and continues for a considerable time. It 
may be facilitated by various measures which tend 
to compress the operated side. The amount of 
sputum will be much lessened and in the tuberculous 
may become negative to tubercle bacilli. In any 
case, where amelioration of symptoms is not obtained 
by the two-stage operation, the remainder of the 
resected ribs may be removed through an anterior 
incision in as many stages as seems necessary, and 
complete collapse obtained in a horizontal plane. 


The post-operative care differs considerably from 
that of a patient suffering from an acute surgical 
condition and is divided into two periods; that 
immediately following the operation and until the 
wound has healed, and that following the healing of 
the wound and until the patient is discharged. In 
the first period as little morphia as possible should 
be given since the action of the cilia of the epithe- 
lial cells should be preserved in order that mucus 
and pus may be carried up and expectorated. This 
may be materially assisted by a posture or position 
which the patient recognizes as giving him the 
greatest relief. 


In the second post-operative period careful atten- 
tion should be paid to the hygienic-dietetic treatment 
and the use of compression apparatus as before 
mentioned. A scoliosis is likely to occur with the 
convexity toward the operated side. It is rare that 
symptoms are produced by this condition but from 
the aesthetic point of view simple postural treatment 
may tend to prevent its becoming a source of worry 
to the patient. 


The changes that occur in the collapsed lung are, 
of course, the approximation of cavity or abscess 
walls, collapse of air cells, a dilatation of the blood 
vessels and a passive congestion. The lymph flow is 
increased with better lymph drainage of the lung. 
The end result is a gross fibrosis. 

The following case report is a typical one: Male, 
white, twenty-four years of age; family history 
negative to tuberculosis. He had the usual children’s 
diseases. In 1914 left lobar pneumonia followed by 
empyema and a rib resection for drainage. He was 
in the service from April, 1918, to August, 1919, 
and was in the Walter Reed Hospital for acute 
bronchitis. In 1921, while attending the University 
of Wisconsin, he had lobar pneumonia again. About 
this time tubercle bacilli were found in his sputum 
and he returned to his home in Iowa. He later 
came to Monrovia and was in a sanatorium under 
treatment for some time. He suffered from very 
severe hemorrhages during March, 1922. His ex- 
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pectoration was heavy yellow and averaged about 
100 cc. in twenty-four hours. His temperature 
gradually became normal but slight hemorrhages 
were frequent and weakness was marked. The 
patient seemed to be doomed to a life of invalidism 
with no prospect of being able to be about. Physical 
examination of the chest showed marked retraction 
of the whole left side, anteriorly and posteriorly, 
with a rib resection scar in the axillary line. There 
was a large cavity in the infra-clavicular region 
with bronchial breathing and there were numerous 
rales on both quiet breathing and cough. The apex 
beat was outside the nipple line in the fifth inter- 
space. The right side showed some pleural friction 
sounds and clicks but there were no evidences of 
activity. Pneumothorax was tried but no free space 
of any size could be found. On November 15, 1923, 
the first stage of a thoracoplasty was done and on 
May 15, 1924, the operation was completed. 


His sputum now averages about 30 cc. in twenty- 
four hours; the cough is much less and he gets out 
and about with very little difficulty. He has worn a 
compression bandage for some time and has taken 
heliotherapy in his back-yard at home, both of which 
measures, I believe, are of great benefit. 

137 N. Myrtle Street. 


DISCUSSION 


RatpH B. Scueter, M. D. (Flood Building, San Fran- 
cisco)—The plea made by Doctor Gleeten for the more 
general use of extrapleural thoracoplasty is in accordance 
with the views expressed by the majority of physicians 
and surgeons who are interested in the diseases of the 
chest. Nowhere in the realm of medicine and surgery is 


the collaboration of the physician and surgeon so essential 
as in cases in which this operative procedure is indicated. 
Available statistics show the mortality following thoraco- 
plasty varies from 15 per cent to 35 per cent. This high 
mortality will be materially reduced when greater care 
is exercised in the proper selection of cases suitable for 
operation. This can only be done by those especially 
qualified by years of experience in diseases of the lungs. 
Emphasis should be placed upon the statement of Doctor 
Gleeten that pneumothorax should be attempted in every 
case before resorting to the more heroic measure of 
thoracoplasty. The fact that artificial pneumothorax can- 
not be induced in 30 to 40 per cent of indicated cases 
on account of adhesions which obliterate the pleural space 
will contribute to a more universal application of thoraco- 
plasty, as it is the only known procedure that offers any 
aid in certain cases of otherwise hopeless tuberculosis. 

Case reports show that 50 per cent of those operated 
are either arrested or markedly benefited. The result 
following the operation depends not alone upon the 
skill of the surgeon but to a greater degree upon the 
skill of the diagnostician in selecting the type of case 
in which the operation is indicated, for no matter how 
skilfully the operation is performed, the final measure of 
success will vary with the diagnostic acumen exhibited by 
the specialist who advocates the operation. The choice of 
anaesthetic is of great importance. Ether is absolutely 
contraindicated on account of the liability of activating a 
latent tuberculous process in the opposite lung. Per- 
sonally I have seen but few cases of tuberculosis requiring 
either artificial pneumothorax or thoracoplasty that did 
not show some involvement of the opposite side. I believe 
that Doctor Gleeten’s method of local anaesthesia for 
resection of the lower ribs and the use of nitrous oxide 
and oxygen anaesthesia for the upper first and second 
ribs is the best plan of procedure. 


While thoracoplasty is recognized as a wonderful 
advance measure in the treatment of tuberculosis and 
other lung affections, it still remains necessary for the 
patient to receive the benefit of proper medical treatment 
long after the healing of the wound. 


Haroto G. Trimsie, M. D. (Thayer Building, Oak- 
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land)—It is pertinent at this time to stimulate interest in 
a well-recognized surgical procedure in pulmonary tuber- 
culosis. The question always arises, “When is the 
optimum time to advise an irrevocable procedure such as 
thoracoplasty?” Many times we wait too long, after the 
usual hygienic therapy, with bed rest, under satisfactory 
conditions, before advising lung collapse. Attempted 
pneumothorax is unsuccessful, and another long wait 
ensues, before thoracoplasty is seriously urged. Extension 
to the comparatively sound lung, in the meantime, results 
in an active bilateral lesion that does not warrant further 
active interference. On the other hand, the many com- 
paratively extensive unilateral lesions that will respond 
to adequate hygienic care, do not warrant the too hasty 
use of an operative type of therapy. 


There is a middle ground, however, that we, with 
increasing experience, will be able to tread more surely, 
and feel that in thoracoplasty we have made an invalu- 
able addition to our armamentarium in the handling of 
a difficult type of unilateral lung lesion. 


J. W. Rosinson, M. D. (834 North Occidental Boule- 
vard, Los Angeles)—There is no doubt that Doctor 
Gleeten has struck the keynote of treatment in certain 
classes. There has been too much pessimism and a 
tendency “to throw up the sponge” when a certain stage 
has been reached in certain of these cases. We owe it 
to the individual patient, and we owe it to the medical 
profession, to extend every aid possible to relieve 
symptoms and cure these cases. Trimble has well stated 
that there is a middle ground. There is no doubt but 
what the high mortality rate has discouraged many 
physicians from referring these cases to the surgeon. I 
believe this mortality rate can be materially reduced if 
cases are operated on earlier. It is not fair to an opera- 
tion to wait until the patient is thoroughly exhausted, and 
organs, such as the heart and kidneys, show degenerative 
changes from long continued sepsis, before this operation 
is done. There is no doubt but what the cases should be 
carefully selected so that this operation, with its poor 
cosmetic effect, should not be done needlessly. The 
probabilities are, with more careful selection of cases, 
especially during earlier stages, and possibly through 
more refined technic, that the mortality rate will be 
materially reduced. 

Doctor Scheier has well stated the necessity for co- 
operation between the physician and the surgeon. Probably 
all would benefit if there were more consultations between 
the two divisions in the scientific practice of medicine. 


Dochez Scarlet Fever Antitoxin in Thirty-one 
Cases—R. H. Graham, Aurora, Ill. (Journal A. M. A.), 
has observed thirty-one cases treated with unconcentrated 
scarlet fever serum by the Dochez method. In the thir- 
ty-one patients treated, twenty-one developed serum dis- 
ease. These reactions ranged in severity from slight 
urticarial eruptions to a generalized edema, and the 
temperature as high as 105 F. Six of the cases showed 
anaphylaxis in the first hour. Eighteen cases either 
occurred or recurred from the second to the seventh day. 
Nine patients had an elevation of temperature from 100 
to 105 F. Serum disease occurred in twenty-one cases 
out of a possible thirty-one. The size of the dose ap- 
parently did not influence the reaction. Immunization 
was established in twenty-four cases, all of those treated 
the day of exposure. Serum injected the second day after 
exposure did not protect two patients out of three. Thera- 
peutic injections gave little apparent relief. One ad- 
vanced case showed no improvement with 40 c.c. of 
unconcentrated serum, and there was a serious serum 
disease. 


Centric Puerperal Palsies—Centric puerperal palsies 
are of interest to the obstetrician, the neurologist and 
the internist. These palsies are usually hemiplegias, 
though commonly the face, arm and leg are unequally 
involved. Infrequently monoplegias occur. A _ primary 
partial aphasia may be the forerunner. James E. Talley 
and Dorothy L. Ashton, Philadelphia (Journal A. M. A.), 
analyze forty-two cases recorded in the literature. 
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ALLERGY AND ITS RELATION TO THE 
OTOLARY NGOLOGIST 


By Grorce Paness, M. D. anD HyMAN MIL~er, M. D., 
Los Angeles 


Allergic diseases often limit their manifestations to 
the region of the ear, nose and throat. 

Many of these manifestations are overlooked because 
of their true character remaining unrecognized. 

This results in much unnecessary therapy, both topical 
and surgical, without relief to the patient or satisfaction 
to the physician. 


Two hitherto undescribed types of allergic diseases of 
the nose and throat. 

Importance of the nose and throat specialist interesting 
himself in proper methods of history notes and examina- 
tion from the allergic viewpoint emphasized. 


Active Discussion—really a debate—by Hill Hastings, 
Los Angeles; Cullen F. Welty, San Francisco; Eugene R. 
Lewis, Los Angeles; Benjamin Katz, Los Angeles, and 
George Piness, Los Angeles. 


"THE close relationship between diseases of the 
nose and throat and allergy is no new story, nor 
is it our intention to again cover ground which has 
been the subject of innumerable investigations and 
discussions. Our purpose in again bringing the two 
subjects together is to attempt to present some new 
lines of thought with which we have been impressed 
in the last several years as we have observed the 
ever-widening field of conditions which are being so 
frequently brought into what was formerly thought 
to be the rather narrow province of allergy. 
Allergy has been defined as a natural and often 
inherited state of human hyper-sensitiveness to pro- 
teins, more or less permanent in character, as opposed 
to anaphylaxis, which is an experimental condition of 
temporary character having much in common with 
it in symptomatology. Allergy, as commonly evi- 
denced in humans, gives us the familiar pictures of 
hay-fever, asthma, eczema, urticaria and angio- 
neurotic edema, manifestations of cellular hyper- 
sensitiveness to proteins, be they derived from pol- 
lens, foods, animal danders or other less common 
sources. Emphasis is laid on the cellular nature of 
the hyper-sensitiveness in allergy, for on this fact 
rests the character of each of its manifestations. 
Thus it is that in hay-fever we have an essential 
sensitization of the mucous membranes involved, 
namely, those of the eyes and nose; in asthma, those 
of the lining of the bronchi; in angio-neurotic edema, 
of the sub-cutaneous tissues; in eczema, of the skin. 
However, it is rather a rarity than otherwise that 
a patient should show sensitization of but one of 
these localities and most commonly there is evidence 
of involvement either simultaneously or consecu- 
tively of several groups of cells. It is the simul- 
taneous involvement in hyper-sensitivity of the skin 
that is the foundation of the extensive and success- 
ful work that has been done in the diagnosis of these 
conditions by means of the protein skin tests. 
Perhaps the most easily recognized allergic mani- 
festation which the nose and throat specialist meets 
is that of seasonal hay-fever. ‘The patient’s story 
of its seasonal character, the coryza, epiphora, itch- 
ing of the eyes and nose and sneezing, make the 
diagnosis clear. Examination confirms it. The 
conjunctivae are red and swollen, the nasal mucous 
membrane is turgescent, edematous and exuding 
large amounts of aqueous material. So clear a pic- 
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ture does not require discussion. When, however, 
the same condition occurs as a perennial disease, or 
when, as we shall show, it occurs to a lesser degree, 
we find that the diagnosis is not only frequently 
overlooked, but unnecessary and sometimes harmful 
treatment, both topical and surgical, is indulged in 
in a vain attempt to give relief to the patient and 
satisfaction to the physician. After all, the duration 
of seasonal hay-fever is more or less temporary, and 
for the greater part of the year the patient enjoys 
good health. Moreover, its seasonal character makes 
it so easily recognized in many patients and the 
method of treatment by pre-seasonal immunization 
against pollens is so well known that it is becoming 
more and more rare to find patients being deprived 
of its benefits. On the other hand perennial types 
and types of minor degrees of severity are still fre- 
quently being treated with distressing lack of suc- 
cess. Being unrecognized as manifestations of al- 
lergy they are annoying in the persistency of their 
symptoms. 

The picture of perennial hay-fever is similar to 
that of the seasonal type, yet with this distinction, 
that in the latter as a result of chronic turgescence 
we have more or less thickening of the mucous mem- 
branes involved. This results in interference with 
nasal breathing, and drainage of the sinuses, the 
presence of muco-purulent secretion, and even poly- 
pus formation. Sinusitis is present, but is the sinu- 
sitis the cause of the thickened mucous membrane, 
and polypi, or is it the result of their interference 
with proper drainage of the sinuses? 


A case in point is that of a woman who had 
had repeated diagnoses of “sinusitis.” Her antra had 
been repeatedly drained and polypi and tonsils 
had been removed without relief of symptoms which 
consisted of attacks of sneezing, epiphora, exces- 
sive nasal discharge and itching of the eyes, nose 
and throat, occurring only when indoors and at all 
times of the year. The patient revealed the fact 
that she disliked eggs, could wear no wool clothing 
and that cat odors would produce the above- 
mentioned train of symptoms. Study revealed the 
fact that the patient was sensitive to foods, cat hair 
and pollens. Elimination of the offending foods and 
and pollen, resulted in the patient being entirely 
relieved of her symptoms. 

Similar stories are not infrequent. In 130 cases 
of perennial hay-fever which we have had under 
observation and found sentitive, operative proce- 
dures have been common in about 80 per cent. 
However, we do not intend to criticize the removal 
of polypi or the resection of septums when drainage 
is interfered with. These are common sense proce- 
dures when obstruction as the result of the chronic 
turgescence of the mucous membranes is marked. 
The point we do wish to make is that even when 
these things have been done the root of the evil 
often has not been removed, and the patient should 
be investigated from the allergic point of view. This 
means not only a thorough investigation into the 
patient’s sensitiveness to pollens as in the seasonal 
type of hay-fever, but also a thorough investigation 
into the patient’s sensitiveness to other sources of 
protein, this to include food proteins, the animal 
hairs and whatever other sources of protein the his- 
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tory of the patient may suggest, such as room dusts, 
and face powders. That all of these are prolific 
sources of protein sensitization in the production of 
perennial hay-fever a group of 136 patients shows. 
Of these only 58 or 23.4 per cent were due to 
pollens alone. Of the remaining 78 or 76 per cent, 
foods, animal hairs alone or in combination with 
each other or with pollens, were the cause. In this 
latter group we had examples of sensitization which 
required the exercise of much ingenuity to deter- 
mine. Thus a woman presented herself with the 
complaint of constant sneezing, epiphora, rhinorrhea 
and itching of the eyes, nose and throat dating back 
a number of years. She had been tested to many of 
the proteins and pollens and pronounced to be non- 
sensitive, a diagnosis “vaso-motor rhinitis” being 
made. Local applications to the nose and throat 
gave no relief, septum resection and turbinectomy 
gave equally negative results. A careful history 
brought out the facts that the hay-fever was of a 
perennial type, not influenced by climate or altitude 
and that up to three years ago the patient had used 
a Java rice face powder, at which time she had 
changed to orris root powder. Our study was made 
with all the proteins at hand. Included were foods, 
pollens, epidermals, miscellaneous proteins and pro- 
teins extracted from the feathers of the patient’s 
pillow and of the hair of her mattress. All proved 
negative with the exception of orris root which gave 
a skin reaction approximately 2.5 centimetres in 
diameter. The patient was told to change her face 
powder again to Java rice and no other treatment 
was advised. It is now six months since this was 
done and the patient has been completely relieved 
of her symptoms. 

What has been said of perennial hay-fever applies 
in the same degree to another group of hitherto un- 
described patients which we term “potential hay- 
fever” for want of a better name. ‘These patients 
present a definite picture which is illustrated by the 
following typical case. A boy of 8 was said by his 
mother to persistently breathe through his mouth, 
use from six to a dozen handkerchiefs a day and to 
repeatedly catch cold in his head. An adeno-tonsil- 
lectomy had been done three years previously with- 
out relief and still no relief after a second adenoidec- 
tomy. One competent nose and throat specialist 
made the following observations: ‘“Typical adenoid 
facies with mouth breathing, marked turgescence of 
the mucosa of the nose and throat and excessive 
lymphoid growth on the pillars.” Similar pictures 
and stories have been observed frequently and in all 
age groups. All of these patients have been operated 
on, usually an adeno-tonsillectomy and frequently a 
sub-mucous resection and turbinectomy having been 
done. They may or may not have given a definite 
history of some easily recognizable allergic manifes- 
tation such as asthma, hives or eczema, vet on being 
examined by means of protein skin tests have, in a 
large proportion of cases, reacted positively to them. 
Interesting to note in the above case, after the patient 
had been found sensitive to certain perennial types of 
pollen and treatment by injection had been begun, 
the youngster for the first time had a mild attack 
of asthma, a constitutional reaction to his protein 
injection and confirmation of the fact that we were 
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here dealing with a definitely hyper-sensitive in- 
dividual. In this group of cases the most important 
are those which in the history or physical examina- 
tion show none of the usual manifestations of al- 
lergic disease. 

C. H. Montgomery, in discussing the findings in 
such cases from the point of view of the otorhino- 
laryngologist, in a personal communication says: 
“In connection with the pharynx, a picture fre- 
quently seen in childhood is that where we have 
very marked redness of the pharynx with a hyper- 
plasia of much of the lymph tissue of the pharynx 
which may be distributed both in the medial and 
lateral positions. This picture of redness and thick- 
ening with a swollen condition of many of the 
mucous glands situated here can frequently be seen 
without the presence of any pus being detected any- 
where in the nose, sinuses or tonsils. There is also 
a considerable secretion of mucus and many of these 
cases have, in the past, unquestionably been as- 
sociated with dietary or pollen conditions, but, until 
the recent work on allergy, the ideas concerning this 
condition were in extreme confusion and there was 
no way of arriving at any definite knowledge as to 
causation. 

“Tn the epipharynx also the mucous membrane is 
seen frequently congested and weeping but without 
the presence of pus. In the nose again many of 
these children have swollen turbinates quite con- 
stantly, with difficulty in breathing and at times the 
mucous membrane may be of a dull red color and 
at other times pale and flabby in appearance. These 
are sometimes spoken of as intumescent. Such a 
condition naturally aggravates the obstruction pro- 
duced by a deflected septum or a large bony over- 
growth of the turbinates themselves. This same 
vaso-motor congestion extends at times up the 
eustachian tubes and invades the middle ears, giving 
here dusky drums which can not be differentiated 
from any tubal or middle ear congestion of a low 
grade bacterial type. This congested condition of 
the mucosa lining the nose, epipharynx and pharynx 
and extending frequently into the lower air tract 
produces a very favorable condition for the inva- 
sion of bacteria and I am quite sure that many a 
bacterial cold, so-called, is superimposed upon a 
congestion of the nose produced as a result of pro- 
teid irritation. In this connection a point of diag- 
nosis is helpful, namely that where a patient comes 
complaining of frequent colds in the head absence of 
any chronic focus of infection in the head such as 
chronic pyorrhea, chronic tonsillitis, empyemata of 
the sinuses or a chronic suppuration of the middle 
ear, it is well to remember that this patient may 
primarily have a congestion of the upper air tract 
produced by protein irritation and followed in a day 
or two by a bacterial invasion. This complicates 
the picture from a diagnostic standpoint. 

“It is my opinion that given a naso-pharynx free 
from a purulent infection—such as chronic pyor- 
rhea, chronic sinusitis of any type or chronic ton- 
sillitis—but where the patient complains of recur- 
rent ‘colds,’ stuffiness in the nose, ‘headaches’ and 
so forth, that many a mistaken diagnosis has been 
made and septa have been straightened or tur- 
binates crushed, amputated or removed without bene- 
fit to the patient.” 
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Treatment with specific protein gives gratifying 
results. Here we have forty patients, mostly chil- 
dren, whom we have found sensitive to all types of 
protein, the sniffling, excessive discharge and mouth- 
breathing having disappeared along with the vacuous 
look of the adenoid facies and the frequent so-called 
colds in the head. 

We have thus far three groups of cases frequently 
coming under the observation of the nose and throat 
specialist for relief of nasal symptoms; first, the 
frank seasonal hay-fever, second, the seasonal and 
perennial hay-fever with atypical symptoms and 
pathological picture suggestive of chronic sinusitis, 
which may or may not be accompanied by other 
allergic manifestations, and third, the sub-hay-fever 
group, the perenially stuffy-nosed mouth-breathers, 
subject to frequent colds in the head and potentially, 
hay-fever or asthma sufferers, but having as yet 
evidenced no frank manifestations of allergy. Many 
of these, and, in fact, the great majority of these 
patients come for first observation to the nose and 
throat specialist and it is to him we must look 
for the first recognition of their true character, mak- 
ing certain in each case before undertaking palliative 
or operative treatment that he has arrived at the 
correct etiology of the condition which is presented 
to him. 

Much has been written in the past discussing the 
pros and cons of operative treatment on the nose and 
throat in bronchial asthma, an allergic condition of 
the bronchial mucous membrane, identical in all re- 
spects to that of the mucous membranes of the eyes 
and nose in hay-fever. We do not believe it to be 
necessary in this day of general recognition of the 
allergic character of bronchial asthma to discuss a 
question so evidently unrelated to nose and throat 
surgery. Suffice it to say that Kahn in a recent 
article on the analysis of ninety-four cases of bron- 
chial asthma, that had been under his observation 
for a number of years, had the opportunity to notice 
the effects of nose and throat operations on thirty- 
three of them. In fifteen patients relief of nasal 
obstruction was obtained, in two of these atrophic 
rhinitis resulted as a serious sequel, in the other 
patients the operation was of no benefit. Kahn goes 
on to say further, “it would indeed be proof of 
the influence of nasal disease on asthma if surgical 
treatment could sometimes relieve the paroxysms, 
but in none of these cases has operation been so suc- 
cessful. In most cases the improvement that resulted, 
even as concerning the local condition, was only 
temporary and incomplete and in many cases the 
local condition for which the operation was per- 
formed recurred. Even in patients in whom there 
was definite relief of obstruction and in whom nasal 
breathing became free the asthma was not in- 
fluenced. But in my opinion the nose and throat 
should be left alone in asthma except when the 
rhinological condition itself demands attention.” 

With the above we are in entire accord, our ex- 
perience leading us to the same conclusions. In only 
one aspect of the subject do we look to the nose and 
throat specialist in this field, that is in those cases 
which are apparently bronchial asthmas of bacterial 
origin. Here we seek the aid of the nose and throat 
specialist in the removal of foci of infection. 

Recognition of hitherto unrecognized forms of 
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allergy belongs as much in the province of the nose 
and throat specialist as in that of the man who con- 
fines all his attention to allergy. It is from such ob- 
servations that the field of allergy is constantly being 
widened. Thus, to the well-known types as hay- 
fever, asthma, eczema and urticaria, have been 
added gastro-intestinal disturbances, bladder allergy 
and Meniere’s syndrome by Duke. Recently, 
through the co-operation of the nose and throat spe- 
cialist, we have been successful in adding a hereto- 
fore undescribed type of allergy producing a severe 
migraine headache. 

A man of about 40 years of age came to us with 
the complaint that at frequent intervals for the 
last twenty or thirty years he had suffered from a 
very severe type of hemi-crania, limited to the left 
side, having found a free interval only while a stu- 
dent away from his home in California and living 
in Michigan. He had been to numerous nose and 
throat specialists, in addition to having undergone 
several very thorough general examinations without 
results. The patient was referred to us by Dr. C. H. 
Montgomery, who, on examination of the ear, nose 
and throat, found a picture which was to him highly 
suggestive of that found in many other cases of 
allergy with which he had experience. The patient 
was tested in the usual manner and found sensitive 
only to a few perennial grasses common to Califor- 
nia. The skepticism of the patient induced us to per- 
form an experiment on him to which he consented. 
The pollen of one of the grasses was blown about 
him into the air of the room in an attempt to see 
whether a typical attack of hemi-crania could be 
induced. Shortly after leaving the office the pa- 
tient phoned that he was suffering from a typical 
attack. He was then given adrenalin hypodermically, 
with the result that the headache was almost en- 
tirely relieved. The patient, however, still remained 
skeptical and the experiment was repeated without 
his knowledge with exactly the same result. In addi- 
tion to this case whose pollen etiology is rare, we 
have several cases, due to food sensitization which 
seems to be the more common etiological factor. 

Our dependence on the nose and throat specialists 
in discovering such cases and in successfully reliev- 
ing their annoying symptoms is quite evident. 

What then should the nose and throat specialist 
look for in attempting to determine whether or not a 
case should go through the protein skin tests. Our 
experience leads us to place first emphasis on the 
careful history. Family history, which is of prime 
importance, should not be overlooked in that, as 
Adkinson has shown, 48 per cent of the sensitive 
cases give a positive family history of some allergic 
manifestation, be it asthma, hay-fever, eczema or 
hives. Personal history should include age of onset. 
This gives a clue as to the type of protein to which 
the individual is sensitive and our experience has 
shown that as the age of onset increases so does the 
frequency of sensitivity decrease. Whether the 
particular complaint of the patient is perennial or 
seasonal. A seasonal history is the clue to a sen- 
sitization due usually to pollens and occasionally to 
seasonal foods, while the perennial type may be due 
to one or a combination of groups of proteins. Place 
of onset and its relation to the continuity of the 
symptoms. Many patients are free in certain lo- 
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calities and not in others, be this locality ever so 
restricted—as for instance in the not infrequent 
cases where a patient finds relief away from a cer- 
tain house or even room. Occupation is a factor 
since the etiology can often times be traced to this 
source. For example, hair-dressers sensitive to orris 
root, bakers sensitive to wheat, hostlers sensitive to 
horse-dander, etc. History of certain skin condi- 
tions, such as eczema, urticaria and angio-neurotic 
edema is important in that they are allergic condi- 
tions and bear definite relationship to the other al- 
lergies above mentioned. 

A careful physical examination and in the case of 
the nose and throat specialist a careful examination 
of his particular field, for clues as to the actual 
character of the condition which the patient pre- 
sents, and last, but not least, the protein skin tests. 


SUMMARY AND CONCLUSIONS 


Allergic diseases often limit their manifestations 
to the region of the ear, nose and throat. 
Many of these manifestations are over-looked be- 


cause of their true character remaining unrecog- 
nized. 


This results in much unnecessary therapy, both 


topical and surgical, without relief to the patient or 
satisfaction to the physician. 

Two hitherto undescribed types of allergic dis- 
eases of the nose and throat are described. 

The importance of the nose and throat specialist 
interesting himself in the proper methods of history 
notes and examination from the allergic viewpoint 
are emphasized. 


1136 W. Sixth Street. 


DISCUSSION 


Hitt Hastincs, M. D. (1136 West Sixth Street, Los 
Angeles)—I have had an opportunity to see the results 
in a number of patients that I have sent Doctor Piness. 
The results are good. In many cases there was an ap- 
parent cure; in others considerable improvement. 

I am of the opinion that this work of Piness and Miller 
in treating hay fever and asthma patients, nearly all of 
which are of the allergic type, will stop a good deal of 
unnecessary nasal surgery. The rhinologist should be on 
the lookout for those patients. 

Many of the so-called chronic catarrhal ethmoiditis 
cases, with or without polyps, should be studied by com- 
petent men doing this kind of work before any operative 
procedure is undertaken. 

There is no question in my own mind that the patho- 
logical conditions found in the nose in such patients is 
secondary to the allergic hay-fever, rather than the cause 
of the hay-fever. 


CuLLen F. Wetty, M. D. (210 Post Street, San Fran- 
cisco)—In the study of disease of the ear, nose and 
throat, we have certain definite ways to begin an ex- 
amination. 

In a broad classification, we have to deal with: (a) 
malformation; (b) pathological conditions; (c) systemic 
manifestations in the nose and throat; (d) new growths. 

With a more careful analysis of these particular 
groups, we can arrive at something definite along lines 
that are well recognized. 

Malformations are usually of the septum that encroaches 
on some part of the turbinate or turbinates. Sometimes 
we have an “S” shaped deflection that encroaches on 
either side of the nose, Spines of the septum we include 
irrespective as to how they have been produced. 

I wish to speak particularly on the high deflection of 
the septum, because I have seen so many high deflec- 
tions of the septum that have not been corrected when 
the septum operation was performed. It seems to me 
that some surgeons do not carefeully go into the subject 
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of “nasal contacs” and confine themselves to the proposi- 
tion that the patient must have free respiration. So the 
septum operation is done and a contact is left high up 
that is responsible for a great many manifestations that 
the ear, nose and throat surgeons are quarreling about 
at the present time. 

Now if we cannot agree as to a definite procedure 
and as to what we expect following a given operation, 
how can a physician not qualified as a specialist attempt 
to pass judgment in a given case? I do believe that 
contacts cause more trouble than any other condition 
alone. They may be responsible for headache, asthma, 
bronchitis, so-called hay-fever, as well as a persistent 
dropping in the nasopharynx, and eventually lead to 
real pathology in the formation of hypertrophies and 
sinus infection. 

Regarding headache—I cannot say definitely that the 
individual case will be relieved by the removal of the 
contact. But bear in mind that nature did not intend 
to have it that way, and correct your malformation. In 
many instances the headache is gone forever. 

Asthma in a patient with malformation—Now a mal- 
formation in the nose is not of itself a thing of any 
consequence, except when it does produce a contact and 
at such a time it requires the most careful consideration. 
This brings up another point as to when should a mal- 
formation be corrected. To make the proper examina- 
tion for such a condition, your patient’s nose must be 
well cocainized and an interval of fifteen minutes must 
elapse before the cocaine will have had its complete con- 
tracting power. At this time any contacts that may 
be found are acting in a detrimental way and should 
be corrected. 

I have not cured so many cases of asthma, but I have 
benefited or made more comfortable every one that I have 
had to deal with. My reason as to why all these cases 
do not recover entirely is as follows: 

Asthma is of necessity a chronic disease. It has existed 
for a long time prior to my seeing the patient and because 
of this long duration, real pathology has been produced 
in the lung. This lung pathology cannot be removed. 
The exciting cause whether from malformation or 
pathology in the nose or anywhere else in the body, is 
now cured (and I mean cured). The predisposing cause 
has been removed. So it naturally follows that for 
another attack of asthma, it takes a new exciting cause 
that may be found in most anything that will interfere 
with the mental attitude of the patient. 

Bronchitis—A chronic hyperemia ‘kept up by the secre- 
tions, mucous or purulent that drop into the lungs. I 
have seen many cases simulate tuberculosis, diagnosed 
tuberculosis, and treated for tuberculosis, only to be 
cured by the removal of the cause. 

I believe such cases of asthma that have a recurrence 
by reason of food, drink or pollens, are so induced 
because of the chronic infection and pathological changes 
in the lungs that make them particularly susceptible to 
this particular stimulant. The same thing happens in so- 
called hay-fever. When I say that I am not familiar 
with hay-fever, you may be surprised. For I have not 
seen a case that I would call hay-fever from the descrip- 
tions that I have read from our teachers. 

I have seen many patients who said they had hay- 
fever and that they suffer from this condition every sea- 
son. I have seen patients with acute rhinitis from the 
poisonous effects of flowers and plants. In this whole 
group of cases I have found something that made that 
particular individual especially susceptible to this 
particular acute infection. However, it is not exactly 
an infection. It is an irritation or a poison, if you please, 
of the mucous membrane of the nose, entering by way of 
the contact, that part of the mucous membrane that is 
especially susceptible because of the contact. Accessory 
sinus disease, hypertrophies and polypi, will do the same. 

So, in conclusion for hay-fever, I will say that I have 
never seen a case of hay-faver that did not have mal- 
formations, contacts, hypertrophies, accessory sinus dis- 
ease or polypi. 

Pathological Conditions—Before attempting to make a 
diagnosis every vestige of disease must be removed from 
the ear, nose and throat. I not only say removed, but 
I mean healed, well, free from discharge, and until such 
time, no one has the right to draw conclusions. This 
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applies to asthma, hay-fever, headache and various other 
clinical manifestations. 

New Growths—Carcinoma, sarcoma, tuberculosis. They 
are so rare that we hardly need mention them, but they 
can produce asthma, hay-fever and headache in the same 
way that they are produced by contacts. 

Systemic Disease—There is no doubt that organic dis- 
ease will produce nasal obstruction by overfilling the 
turbinates with blood. There is no question that in 
some few given cases the mucous membrane of the nose 
becomes poisoned by food, flowers and plants. 

In conclusion: 

Allergy in its relation to otolaryngology depends upon 
certain definite conditions before you have the right to 
make a diagnosis. 

First, that the patient’s nose must be free from mal- 
formations and contacts. 

Second, that the ear, nose and throat must be free from 
pathological lesions. 

Third, that the ear, nose and throat must be free from 
new growths. 


EuceNne R. Lewis, M. D. (1920 Wilshire Boulevard, 
Los Angeles)—For over fifteen years I have been par- 
ticularly interested in the phenomena which have been 
generally grouped under the two headings of “anaphy- 
laxis” and “allergy.” Unfortunately, my interest has al- 
ways exceeded my ability to understand the essentials of 
the situation encountered in one of these patients. Cer- 
tain findings seem to stand forth as characteristic in all 
patients, namely: (1) Sudden onset of acute irritation. 
(2) This condition always manifests itself on one of the 
body surfaces. (3) Absence of commensurate systemic 
effects indicative of toxicosis—fever, general malaise, 
prostration, anorexia, loss of weight, blood changes and 
the like. (4) Absence’ of local effects indicative of de- 
structive agencies—surface or deep ulceration, abscess 
formation, indurative swelling, pus formation and the 
like. (5) Absence of after effects commonly following 
infections or traumatic processes—loss of normal tissues, 
fibrotic or cicatrical changes, adhesion formation and the 
like. (6) The termination of the acute irritation is 
typically as sudden and unexpected as its onset. 

This briefly recounts certain outstanding characteris- 
tics of a typical non-infectious reaction. This may be 
complicated by pre-existent or by intercurrent infection, 
with or without purulence, clouding the picture very 
materially. I have seen a large number of patients who 
have been operated and reoperated upon with resulting 
unfortunate loss of functionally necessary nasa! tissues, 
particularly turbinal and ethmoidal tissues, only to dis- 
cover subsequently that their troubles were not abated as 
a result of the operations, but, on the contrary, were not 
infrequently increased. Careful differential diagnosis 
must precede any operative nasal procedures if we are 
to avoid such unfortunate results. Jt would be as logical 
to amputate the skin sites of hives or of angioneurotic 
oedemas as it is to remove the nasal site of an allergic 
reaction. 


BENJAMIN Katz, M. D. (520 West Seventh Street, 
Los Angeles)—I agree with the authors about the neces- 
sity of co-operation between the allergist and the rhinolo- 
gist, because in neither field of these specialties is the 
symptom complex of hay-fever and asthma fully ex- 
plained. In the fifteen years of my practice in nose 
and throat surgery, I have served many patients who 
were benefited by operative procedures in the nasal 
cavity. I admit that there have been instances in my 
experience, as in the experience of many other rhinolo- 
gists, where operations have been of no avail. The 
authors mention instances of failure in patients treated 
surgically and state their successes by the allergic method 
of treatment in the same individuals. They do not, 
however, mention negative results of their methods, 
although to my knowledge such failures do occur. I 
wish to add that some recent researches in medicine 
show that in asthma, as well as in hay-fever, metabolic 
disturbance may be regarded as an etiological factor 
which may be successfully controlled by calcium therapy. 
Since neither of these methods can be recognized as a 
panacea in these affections, each patient should be 
treated according to the findings in the individual in- 
stance, by the co-operative efforts of all the physicians 
concerned. 
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Doctor Pingss (closing)—-The statements made by Doc- 
tors Welty and Katz, relative to the results obtained in 
treating allergic conditions of the nose and throat by 
surgical procedures, have not'been substantiated by other 
workers in the same field, namely Kahn, Lintz and 
ourselves, in that we have yet to see a single patient 
that has ever been cured by the procedures advocated 
by the discussers; neither can we subscribe to Katz’s 
optimism relative to calcium therapy in asthma and hay- 
fever since, in a series of more than thirty-five cases, 
we have yet to see one patient benefited by this medication. 
However, we are willing to admit that cases of angio- 
neurotic oedema and chronic urticaria have been given 
temporary relief by the administration of calcium chloride 
intravenously. 

Our object in presenting this paper is merely to in- 
terest and obtain the co-operation of the otorhinolaryn- 
gologist in studying a group of patients who can be re- 
lieved of symptoms who have heretofore been unable to 
obtain relief by other measures. 








Surgical Drainage in Infection of the Liver, Bile 
Ducts and Gallbladder—In all of these cases, before 
proceeding with the work on the gallbladder, Andrew S. 
Lobingier, Los Angeles (Journal A. M. A.), removes 
the appendix and any adhesions about the terminal ileum 
and hepatic flexure of the colon, and turns in the raw 
surface. The gallbladder is dissected free from the 
liver as in an ordinary cholecystectomy, but, instead of 
tying off the cystic duct, Lobingier clamps and cuts away 
the gallbladder 3 cm. from the choledochus. The cystic 
artery is located and tied separately. The funnel and 
the cystic and common ducts are explored for any stones 
that may be there. If the mucosa strips easily, a half- 
inch cuff is removed from the top of the funnel. A 
small, firm-walled rubber tube is now tied in place with 
two forty-day chromic catgut ligatures, with the end of 
the tube a centimeter proximal to the common duct. The 
rough edge of the gallbladder stump may be either 
turned in or covered with omentum. The denuded bed 
from which the gallbladder has been dissected is covered 
in by flaps in the usual way. The drainage is main- 
tained for from twenty-five to thirty-five days, as re- 
peated cultures may indicate. Care must be exercised 
to prevent dehydration from excessive drainage. As a 
precaution the tube is clamped at intervals, chiefly at 
night, if the drainage exceeds 8 or 10 ounces in twenty- 
four hours. As a further precaution against dehydration, 
an abundance of water is given by mouth and by hypo- 
dermoclysis. Lobingier says that this operation may be 
done rapidly and without danger of injury to the com- 
mon duct. It is free from the objections that attend 
Kehr’s drainage of the common hepatic duct, as there 
is no tube in the common duct to produce pressure-ulcera- 
tion and subsequent stricture, a surgical tragedy always 
imminent after tubal drainage of this duct. It disposes 
of the tiresome controversy on cholecystostomy and 
cholecystectomy. It is a cholecystectomy, and accom- 
plishes all and more than the usual cholecystostomy does 
in the drainage of the common and hepatic ducts. No 
infected gallbladder is left behind for future complica- 
tions. Best of all, it drains and reduces the infection in 
the liver and pancreas, the raison de’etre of practically 
90 per cent. of gallbladder surgery. 


Cavernous Sinus Thrombosis—The case by Sydney 
K. Beigler and Mark J. Bach, Madison, Wis. (Journal 
A. M. A.), gave very little evidence, either direct or 
presumptive, of an infectious etiology. It is quite appar- 
ent from the physical findings that the condition com- 
menced with thrombosis of the right cavernous sinus. 
There was little if any evidence from the temperature, 
blood count, blood culture or history that this throm- 
bosis was of infectious etiology. To the contrary, a 
severe diabetic condition, together with marked mal- 
nutrition and dehydration, pointed to a primary throm- 
bosis of the sinus, with these factors as etiology. The 
progressive course of the involved areas indicated an 
extension of the thrombotic process to include first the 
left cavernous sinus and then probably through the in- 
ferior petrosal sinuses, the sigmoid and lateral sinuses. 
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OSTEOCHONDRITIS OF THE SECOND 
METATARSOPHALANGEAL JOINT 
(KOEHLER’S DISEASE) 


By A. Gott.ies, M. D., Los Angeles 


The etiology is still obscure, although chronic trauma 
of static incompetent feet is most likely to be the actual 
cause. 


Adolescence and the female sex are predisposing fac- 
tors and a constitutional weakness of the bone system may 
predispose to this disease as it does to the analogous 
conditions. 


The diagnosis is simple in view of the characteristic 
changes occurring in the x-rays. 

Correction of foot posture, partial immobilization of 
the affected joints and physical therapy will effect a 
symptomatic cure in about ten weeks. Operative inter- 
ference is rarely indicated. 


Discussion by S. J. Hunkin, San Francisco; John C. 
Wilson, Los Angeles; George J. McChesney, San Fran- 
cisco. 


DVOCATED by Lewin in preference to the 

misnomer ‘“Koehler’s Disease,” metatarso- 
phalangeal osteochondritis is a name applied to a 
condition of the second, infrequently the third, 
metatarsus and is characterized by definite changes 
in the metatarsal head, the distal half of the shaft 
and in the corresponding metatarsophalangeal joint. 
Previous to Koehler, Freiberg has observed and 
described the disease as an infraction of the meta- 
tarsal head; but only since Koehler’s detailed pres- 
entation of five cases at the XI Roentgenological 
Congress of 1920 has it received consideration and 
been reported in literature. About ninety cases have 
been quoted by various writers up to February of 
1924; to this number may be added the seven cases 
which came under my observation. 


Etiology—In most instances the age of appear- 
ance has been the period of excessive growth of the 
epiphysis, 13 to 19 years. Although many cases 
have been observed in adults of various ages, adoles- 
cence seems to be a predisposing factor. 


The most plausible of the disputed theories of 
development is the theory of chronic trauma which 
is based on the disproportion between the weight- 
bearing capacity of the second metatarsus and the 
exertion to which it is exposed. The theory is 
sustained by the anatomical fact that the second 
metatarsal head is projecting forward beyond the 
other heads and is receiving most of the superin- 
cumbent weight in walking. At the final act of each 
step, excessive burden is transmitted through the 
second metatarsal head, thus exposing it to direct 
pressure from above and to various insults from the 
unevenness of the ground below. The less frequent 
involvement of the third metatarsus can be ex- 
plained on the same basis. The predominance of 
skin calluses under these heads, anterior foot swell- 
ing of soldiers, marching fracture of the second, 
rarely the third, metatarsal shaft, as well as trau- 
matic periostitis of these shafts can all be attributed 
to the same cause, viz. constant weight-bearing pres- 
sure and chronic trauma. This theory is substan- 
tiated by the observation of most writers, including 
myself, that this affection is associated with pes 
transversoplanus, with flatfoot and frequently with 
halux valgus. Under these circumstances the meta- 
tarsal heads descend from their dorsal convex posi- 
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tion and receive the impact of the body weight with 
each step, whereby the second, the longest, head 
carries the greatest burden and suffers the most. 
Marching fractures or traumatic periostitis may 
result from stubbing this point of support when 
the shifting of weight is more or less acute; while 
osteochondritis, with the characteristic changes of 
Koehler, may develop when this static disturbance is 
constant. 

As a contributing cause may serve the improperly 
fitting shoe with a high heel and a narrow box toe 
as worn by women who furnish over 75 per cent 
of the reported cases. But as an actual factor, the 
shoe can be blamed as little as direct trauma, which 
is denied in most cases. Both may only add insult 
to a pre-existing static incompetency of the feet. 

Most writers suggest that a constitutional weak- 
ness of the osseous system serves as a predisposing 
element. It has, however, not been established of 
what nature this element is: Hormonic, toxic-infec- 
tious or diathetic, through which the body resis- 
tance is lowered and is manifested at a point of 
greatest strain. 

Koehler, Baensch, Schreuder, Speed, Altschul and 
others sustain the theory of static disturbance and 
chronic trauma and contravene the opinion of Ax- 
hausen, who claims that the epiphyseal end arteries 
become obstructed by a mycotic embolism which 
may be of tuberculous or of mildly pyogenic nature. 
The weakly virulent infection of the embolus does 
not proceed to pus formation, but is overcome by 
the body resistance; only the mechanical influence 
of the arterial obstruction causes a deficiency of 
nutrition in the epiphysis and effects the develop- 
ment of the hystopathological picture described be- 
low. In a latest contribution by Koenig and Rand, 
the theory of circulatory obstruction finds support; 
although they do not admit endarterial embolism, 
they derive to the same conclusions by presenting 
hystological proof of occlusion of the periosteal 
blood vessels of the metaphysis. 

Pathology—The gross lesion is seen in the radio- 
grams which present definite characteristic shadows: 
1. Changes in the proximal head of the third 
phalanx. 2. Considerable widening and irregularity 
of the joint space. 3. Flattening of the distal meta- 
tarsal head so that the circular outline is lost. The 


-cap may be crushed in and give the appearance of 


the “egg shell” fracture of Skillern. 4. Calcareous 
deposits on the joint capsule. 5. Shortening and 
thickening of the distal end of the metatarsus, so 
that the normally dainty neck is obliterated. 6. The 
distal half of the metatarsal shaft is increased in 
circumference and the entire shaft may be shorter. 
7. In the old cases the internal architecture of the 
head has reformed, although the shape of the head 
and shaft retain the characteristic stigmata of the 
condition. 

Not all these cardinal changes may occur in 
every case, but a large number of them will be 
found in most cases. 

The microscopic findings were obtained by 
Koehler, Axhausen, Fromme and others from opera- 
tive specimens. In the epiphysis was found a wedge- 
shaped piece of necrosed bone which appeared 
grossly like a tuberculous sequestrum and presented 
microscopically an epiphyseal necrosis, or the spongy 
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portion contained necrotic foci and fibrous bone 
marrow which in places resembled granulation tis- 
sue. Young and old granulation tissue surrounded 
the necrotic bone separating it from the living 
spongy portion of the epiphysis. The granulation 


tissue was free of leucocytes, giant cells and bac- 


teriae. There was no trace of tuberculosis, rickets, 
lues or osteomyelitis; neither were there any findings 
of fracture. The cartilage was affected very little; 
it covered the necrotic tissue and the rest of the 
epiphysis. Some speciments presented villous hyper- 
plasia of the sinovial membrane and lipping of the 
edges like in arthritis deformans. ‘The distal half 
of the shaft had a thickening of the cortex and 
periostium which contained numerous blood vessels 
with thick walls and narrow lumena. 

Baensch and Altschul explain these findings on 
the basis of chronic trauma: Through changes of 
static relations in pes planus and transversoplanus 
the second metatarsal head is exposed continually 
to greater pressure and is subject to contusions. This 
leads to pressure necrosis of the epiphysis which 
eventually breaks down in the direction of the shaft. 
While the spongiosa of the epiphysis undergoes 
necrosis and sequestration, the metaphysis of the 
bor.e is stimulated by the same, but lesser, pressure 
to proliferation of the periostium. New bone 
originates from the metaphyseal periostum; it pene- 
trates into the epiphysis and spreads along the 
diaphysis. In course of_time the proliferated bone 
rebuilds the epiphysis, giving it the characteristic 
shape, and alters the distal half of the metaphysis, 
causing it to thicken and widen. The joint cartilage 
and the cortex are preserved became they are capa- 
ble of offering greater resistance than the delicate 
spongiosa. 


SYMPTOMS 


The patient complains of pain in the second 
metatarsophalangeal joint, or in the third if 
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Case 7. 


this one happens to be affected. Both joints have 
not been found to be involved in the same case; 
neither has the condition appeared bilateral. ‘The 
pain is especially felt on weight-bearing. Dorsal 
flexion of the toe is painful and motion is limited 
on account of muscle spasm. There is usually poor 
foot posture: Pronation, abduction of the forefoot, 
depression of the anterior and the longitudinal 
arches, deviation of the big toe and halux valgus. 
Swelling, palpable enlargement and sensitiveness on 
pressure are present in the region of the involved 
head and joint. The toe may be shorter and the 
flattened metatarsal head may lie proximal to the 
line drawn between the first and third heads. The 
leg muscles are not atrophied. The radiogram will 
reveal the characteristic changes enumerated under 
gross pathology. 
DIAGNOSIS 


A number of conditions of the forefoot may have 
to be eliminated. Morton’s toe pertains to the 
fourth only and offers no abnormal shadows in the 
x-ray. Metatarsalgia is always bilateral, although 
it may be more pronounced in the left foot; per- 
sistent metatarsalgia in adolescence should be 
roentgenographed as likely to be associated with 
this condition. ‘Traumatic periostitis of the meta- 
tarsal shaft and the anterior foot swelling of soldiers 
will give ahistory of prolonged marching, will present 
tenderness over more than one shaft and will reveal 
periosteal thickening in the x-ray. Fracture of the 
shaft or of the sesamoids will offer a corresponding 
history of accident and be shown in the x-ray. Low 
grade osteomyelitis and spina ventosa will be as- 
sociated with a thickening of the bone in its en- 
tirety and be revealed in the x-ray. Any doubt in 
the diagnosis will be dispelled by the specific changes 
of Koehler presented in the radiogram. 


PROGNOSIS 
My personal observations lead me to believe 
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that the outcome of the acute cases is very favora- 
ble under conservative treatment. Even untreated 
cases have not resulted in any permanent disability 
or deformity, and have only been discovered during 
the examination for other complaints, mainly halux 
valgus. 


TREATMENT 
Weight-bearing pressure must be relieved by 


supporting the metatarsal shaft by means of a cup- 
shaped piece of felt to fill the area behind the af- 
fected joint. The pad may have to be extended to 
raise the entire transverse arch off the ground. A 
plantar splint, reaching to the second phalangeal 
joint and placed below the felt pad, will effect im- 
mobilization of the metatarsophalangeal joint and 
relieve it from superimposed weight. Complete im- 
mobilization I have not found necessary, but the 
patient should use the foot, even with the pad and 
splint, only within the limit of pain. A laced shoe 
with a semi-flexible shank should be provided. It 
should fit snug enough to make the foot follow 
its movements and should have a front sufficiently 
wide and long to permit spreading the toes and 
lengthening the forefoot in weight-bearing. The 
abduction and pronation of the foot are overcome by 
means of the valgus wedge inserted in the inner 
side of the heel and sole in order to tilt the boot 
and throw the body weight outward. The anterior 
heel, which has been recommended by some authors, 
is not to be advocated because it does not prevent 
the sagging of the metatarsal heads, but it favors 
the sinking of the longitudinal arch, besides making 
walking unpleasant and the shoe unsightly. 

Besides the mechanical measures, the foot is sub- 
jected to physiotherapy: Incandescent light and 
heat, followed by quartz light exposure or by dia- 
thermy and concluded with mild massage and move- 
ments. As soon as. pain subsides, the patient is in- 
structed to perform exercises in order to strengthen 
the supinators and the intrinsic foot muscles. A 
valuable active-resistive exercise for the supinators 
is executed as follows: The patient places the outer 
border of the lower third of the leg on the opposite 
knee. She actively supinates the foot and resists this 
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action with the palm of the hand against the first 
metatarsal. For the intrinsic foot muscles, the pa- 
tient places the bared feet in a basin of hot water 
and grasps with the toes small pieces of rubber tub- 
ing that float on the surface. This active resistive 
toe-gripping is more effective than picking up 
marbles. 


Case 1. G. McC., age 14. Girl. Since about 3 months 
she has pain in the left foot in the region of the second 
metatarso-phalangeal joint. Pain is worse when walking 
with shoes on and causes her to limp. Trauma strictly 
denied. Negative family and personal histories. 


Examination—Mild swelling and marked tenderness 
over the distal head of the second metatarsal. The 
head is larger on palpation than the normal. On weight- 
bearing the anterior and longitudinal arches are flat- 
tened. Right foot is normal in the corresponding area. 
X-ray—Head is flattened and broadened; neck is obliter- 
ated; joint space is increased; a wedge-shaped piece of 
bone is driven toward the shaft which is increased in 
circumference. 


Case 2. G. G., Girl, age 14. Complains of pain 
and swelling in the left forefoot, especially over the 
third metatarsophalangeal joint. Duration four months 
with slow onset and without known cause. Past and 
family histories negative. 


Examination—Slight swelling in the region of the 
third metatarsophalangeal joint which is tender and 
thickened on palpation. Plantar flexion of third toe is 
painful and motion is limited. Feet are everted and 
pronated and metatarsal arches depressed. 

X-ray—Wider joint space, egg-shell fracture of the 
capitulum without callous formation and enlarged distal 
third of the shaft. 


Case 3. Mrs. A. L., age 40. Complains of pain in the 
right big toe and second metatarsophalangeal joint since 
about 3 years. Onset was slow; acute injury denied, but 
patient has to be a great deal on her feet. 

Examination—Tender and semi-rigid halux valgus of 
moderate degree; enlarged and tender second meta- 
tarsophalangeal joint. Anterior and longitudinal arches 
are depressed on weight-bearing. Wearing high heels 
and pointed shoes. 

X-ray—Characteristic Koehler’s findings are present. 

Treatment—All three cases were conservatively and 
were symptomatically cured in ten to twelve weeks. 

Cases 4 and 5.—Both are women, ages 29 and 34, 
who come to have their painful “bunions” operated. Both 
complain of painful big toe joints and of metatarsalgia 
of many years’ standing. There has always been more 
pain on standing in the area of the second, left, meta- 
tarsophalangeal joints. No acute injury known. -Pa- 
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tients always wore high-heeled and pointed shoes. 
and family histories unimportant. 

Examination—Marked halux valgus and tenderness un- 
der metatarsal arches, worse on the left side under the 
second toe joints. Outspoken pes transversoplanus and 
static flatfeet. 

X-rays—Besides presenting typical changes of Koehler, 
both show restored trabeculation of the inner structure 
of the heads. Possibly a healed state of the disease. 

Treatment—Halux valgus operation and post-operative 
treatment to restore the arches and regain muscle func- 
tion. 


Case 6. Mrs. L. T., age 38, has pain under the left 
metatarsal arch and marked tenderness in the region 
of second metatarsophalangeal joints since many years. 
Sustained no injury and was always in good general 
health. 

Examination—Slight swelling and tenderness over the 
second metatarsus; depression of anterior and longi- 
tudinal arches on weight-bearing. Wearing stylish, ill- 
fitting shoes. 

X-ray—Wider joint space; enlarged and flattened 
metatarsal head and somewhat thickened shaft. The 
diagnosis is doubtful since the appearance is not very 
characteristic. 


Case 7. Miss G., age 18, complains of pain and 
swelling for right big toe and of metatarsal pain in the 
right foot since about 3 years. 

Examination—On inner surface of terminal phalanx 
is found a tumor mass which is tender and hard. Slight 
swelling over the second metatarsophalangeal joint and 
tenderness on pressure over the joint. Bilateral pes 
planus. X-ray reveals a bone tumor at terminal phalanx 
and finding of Koehler’s disease. 

Treatment—Removal of bone mass and conservative 
treatment for the metatarsal defect. 


Past 


CONCLUSION 


1. The name is chosen in conformity with the 
hystopathological and radiographic findings. 


2. The etiology is still obscure, although chronic 
trauma of static incompetent feet is most likely to be 
the actual cause. Adolescence and the female sex 
are predisposing factors and a constitutional weak- 
ness of the bone system may predispose to this dis- 
ease as it does to the analogous conditions: Legg- 
Perthes, Osgood-Schlatter, Koehler’s tarsal scaphoid 
and other epiphyseal diseases. 


3. The diagnosis is simple in view of the chacter- 
istic changes occurring in the x-rays. 


4. Correction of foot posture, partial immobiliza- 
tion of the affected joints and physical therapy will 
effect a symptomatic cure in about ten weeks. Op- 
erative interference is rarely indicated. 

607 South Hill Street. 


DISCUSSION 


S. J. Hunxin, M. D. (1155 Bush Street, San Franciso) 
—It is very opportune that Doctor Gottlieb has brought 
this new disease to our attention. It is unfortunate, per- 
haps, that two diseases even though somewhat similar 
in character should be called by the same name. 

The disease which has been known as Kohler’s dis- 
ease for many years is of the foot scaphoid. This has 
been well known and readily recognized. This new dis- 
ease is seen, as Gottlieb says, in chiefly the first and 
second metatarsals. Like the original disease, the 
etiology is unknown. Such pathological changes are 
seen in very many bones. It is akin, in my opinion, to 
what is known as Legge’s or Perthes’ disease in the 
femoral head and neck. We see corresponding diseases 
in the shoulder and in several of the carpals, espe- 
cially in the scaphoid and semilunar. The character 
of the disease, as I have said earlier, is unknown, and 
up to the present we can only treat it tentatively; how- 
ever, the treatment is a fairly satisfactory one. 

The advantage of keeping it in mind is, of course, 
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to keep it distinct from tuberculosis and prevent radical 
operative procedure. These diseases have been known 


for many a long year, although without having definite 


names applied to them, in various parts of the body. 

I am much pleased to read Gottlieb’s paper, and 
personally I am obliged to have it brought so definitely 
and clearly to attention. 


Joun C. Witson, M. D. (1136 West Sixth Street, Los 
Angeles)—Doctor Gottlieb is to be congratulated upon 
his exhaustive study and capable presentation of this 
subject. Fortunately, these cases recover with conserva- 
tive treatment and this, in a way, limits our knowledge 
of the fundamental pathological process. It would seem 
that this condition is closely allied with the so-called 
Kohler’s disease of the tarsal scaphoid and a condition 
commonly known as osteochondritis juvenilis deformans 
which involves the femoral head. 

The study of the bacteriology of conditions of this 
type is just in its infancy. The oxygen content of bone 
is not definitely known. It is possible that bacteria grow 
in bone under anaerobic conditions, and that the failure 
to obtain cultures in cases that have been explored is 
due to the fact that attempts have not been made to 
cultivate these bacteria anaerobically. 


Georce J. McCuesney, M. D. (Fitzhugh Bldg., San 
Francisco)—Doctor Gottlieb is to be congratulated upon 
a rather unusual experience with this, as yet, little known 
condition. I am sure, however, that if orthopedists. went 
over their case histories and x-rays of foot cases, they 
would find a fair number of unrecognized examples of 
this disease. 

Two years ago I had a typical case in an overweight, 
adolescent girl. Removal of the second metatarsal head 
gave relief, but now I agree with the paper that con- 
servative measures are usually preferable. In speculat- 
ing upon the etiology, the frequency in the sex and age 
when narrow shoes are beginning to be worn is sig- 
nificant. The epiphyses are still ununited and vascular, 
and hence subject to injury. The occurrence of a con- 
genitally long second metatarsal would render its head 
more vulnerable, just as a congenitally long first meta- 
tarsal, in my opinion, predisposes one to hallux valgus 
and bunions. These are only theories now, and time 
only will make them facts. 

To the list of similar diseases elsewhere in the skele- 
ton, as given in the paper and by the previous discusser, 
I would add Kummel’s disease of the vertebral body. 
They all have change in bony texture and form as- 
sociated with trauma and circulatory impairment, and 
absence of infection. 

I would make one criticism of Gottlieb’s outline of 
treatment where he recommends exercises for the foot 
muscles with the patient sitting. As in exercises for 
pes planus, the only ones really developing the foot 
muscles are those done with the weight of the body 
upon the feet, and sitting exercises are so easy for the 
foot muscles that flexibility is developed, perhaps, but 
not strength. 
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HEART PAIN 
By T. Hensnaw KEL ty, M. D., San Francisco 


In order to intelligently prognosticate and treat heart 
pain, a knowledge of its probable mechanism and cause 
is a pre-requisite to success. 

The heart muscle is not supplied with pain fibres and 
to have pain produced by the heart it becomes necessary 
to call into the equation the mechanism of referred pain 


production which was worked out chiefly by Henry 
Head. 


In studying at autopsy about forty patients who died 
of angina, Mackenzie found, as many before him have 
done, that numbers of these patients had gross coronary 
sclerosis; others had marked constriction of the orifices of 
the coronaries, secondary to disease of the aorta, either 
syphilitic or atheromatous; the remainder had evidence 
of myocardial degeneration. 

The attacks in primary heart pain are brought on by 
effort, by mental or emotional strain, by exposure to 
cold, sleeplessness, the taking of food and sometimes 
over-indulgence in coffee. 


It is absolutely necessary that each patient’s activi- 
ties be restricted to a degree fully commensurate with 
his particular limitation of effort, but, undoubtedly, the 
wind must be tempered to the shorn lamb and patients 
with mild degrees of disability must not be chained to 
beds or chairs by thoughtless doctorial dicta based upon 
personal routines developed by physicians in order to 
conserve their valuable time and thought. 


Discussion by Harry Spiro, San Francisco; Roland 
Cummings, Los Angeles; Frank B. Reardan, Sacramento; 
J. Edward Harbinson, Woodland. 


PEAR pain is a symptom which causes a great 
amount of fear and apprehension to patients 
and is often the cause of great uncertainty on the 
part of physicians in so far as the prognosis in the 
individual is concerned. It occurs in both young 
and old, more particularly the latter, and may vary 
in intensity from a slight sensation of precordial 
uneasiness during effort to an agonizing pain in- 
volving the precordial area, the inner aspect of the 
left arm and little finger of the left hand, some- 
times a similar area of the right arm and occasion- 
ally the neck or the ramus of the lower jaw. The 
severe attacks are often accompanied by a sense of 
constriction about the thorax and a fear of im- 
pending death and the patient may at the end of 
an attack pass large amounts of pale urine. It is 
these severe attacks to which the name angina pec- 
toris was given and which were first systematically 
described by Heberden in 1768. 

No disease produces more fear in the hearts of 
its victims and the numerous instances of death 
during an attack will justify these apprehensions, 
so that it becomes necessary for the physician to 
bring all of his skill and powers of observation to 
bear on each patient, that he may be assured of as 
long and as comfortable a life as may be his due. 
In order to intelligently prognosticate and treat 
heart pain, a knowledge of its probable mechanism 
and cause is a pre-requisite to success. 

The cause of the pain is known to be dissimilar 
to that pain produced by injury to the skin or skele- 
tal structures, for the heart is not supplied with 
pain fibres of the same type. ‘There have been 
many theories advanced, but two have been held 
longer than others, the first of which, advanced by 
Lauder Brunton and others, suggests that the at- 
tack is due to over-distension of the ventricles, 
thus resulting in pain similar to that occurring when 
any of the other hollow viscera are over-distended. 
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Many patients, however, suffer from angina with- 
out showing any evidence of cardiac dilatation ; many 
patients who have acute dilation of the heart have 
no pain and healthy hearts can be quite markedly 
distended by effort without pain until the effort has 
been continued long enough to approach a stage of 
cardiac muscle exhaustion. 


The other theory, first suggested by Allan Burns 
in 1809, and today strongly championed and justi- 
fied by Mackenzie, is that which says that heart 
pain is due to a heart muscle which is forced to 
contract in an insufficient blood supply. This in- 
sufficient blood supply may be the result of coronary 
disease or due to a diseased heart muscle which 
becomes exhausted in an attempt to maintain a 
sufficient peripheral circulation. The present basis 
for belief in this origin of heart pain may be briefly 
discussed. 

The heart muscle is not supplied with pain fibers 
and to have pain produced by the heart it becomes 
necessary to call into the equation the mechanism of 
referred pain production which was worked out 
chiefly by Henry Head. He showed that the viscera 
do not possess tactile and pain sensibility, but are 
supplied by the vegetative nervous system with 
fibres which enter dorsal spinal roots belonging to 
definite cord segments. Within the cord these 
fibers are related to fibres, both motor and sensory, 
which go to the periphery and carry impulses regu- 
lating muscle tone, cutaneous sensibility and other 
less understood functions. These nervous system 
activities are carried on without any of the stimuli 
reaching the consciousness. 

However when inflammation or disease of a 
viscus occurs, the number and intensity of these af- 
ferent stimuli from the organ to its cord segments 
increases and the peripheral motor and sensory ele- 
ments in the segments which are in relation with 
the sympathetic supply to the diseased organ are so 
stimulated that muscular rigidity in skeletal muscles 
occurs and pain is felt in the corresponding periph- 
eral skeletal areas supplied by their cord segments, 
often accompanied by hyperalgesia of the skin. The 
pain and hyperalgesia are always distributed accord- 
ing to segmental supply and not according to the 
distribution of peripheral sensory nerves. ‘This is 
similar to the distribution of the eruption in herpes 
zoster. 

Mackenzie, with this work as a basis, found that 
the areas over which pain is felt and over which 
hyperalgesia occurs following heart pain, correspond 
to the segmental skin areas supplied from the first, 
second, third and fourth dorsal segments of the cord. 
More rarely the pain may be felt higher in the neck 
or lower in the epigastric region, showing spilling 
over of stimuli into adjacent cord segments, the heart 
being supplied by sympathetic fibres arising from the 
first, second, third and fourth dorsal segments also. 
Thus the distribution of pain in angina pectoris is 
that of referred pain. The motor effects are not so 
clear to observation, but Mackenzie feels that the 
sense of constriction complained of by many patients 
is due to spasm of the intercostal muscles. 

In studying at autopsy about forty patients who 
died of angina, he found, as many before him have 
done, that numbers of these patients had gross cor- 
onary sclerosis; others had marked constriction of 
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the orifices of the coronaries, secondary to disease of 
the aorta, either syphilitic or atheromatous; the re- 
mainder had evidence of myocardial degeneration. 
This fact ifclines him to the belief that the pain 
arising from heart disease is due to a muscle 
which is contracting without a sufficient blood sup- 
ply, or a diseased muscle which is exhausted at- 
tempting to maintain sufficient circulation. In 
both cases the effect on the muscle is similar to 
that of exhaustion and pain arising in the muscles 
of the legs in intermittent claudication and in nor- 
mal muscles which are made to contract while ren- 
dered experimentally ischemic. 


The abnormal impulses resulting from the con- 
traction of the exhausted heart muscle then pass 
in to the cord over the sympathetic fibres from the 
heart, entering the first to fourth dorsal segments 
and resulting in referred pain felt in the skeletal 
areas supplied by these segments, and the amount of 
cardiac damage necessary to produce pain depends, 
therefore, upon the irritability of the cord in the 
individual patient. 

Mackenzie feels that there is a group of women 
under fifty, and often at or near the menopause, 
whose nervous systems are so hypersensitive that 
stimuli arising in an almost normal heart during 
excitement or effort will result in heart pain and 
it is known that after continued attacks of angina 
pectoris the nervous system sometimes becomes so 
irritable that the pain is constant and may be ag- 
gravated by the touch of the bedclothes in the hyper- 
algesic areas. ‘This state is known as the status 
anginosus. The group of women referred to above 
he designates as patients with secondary angina, dis- 
tinguishing them from patients with definite cardiac 
disease and pain—the group with primary angina 
pectoris. 

If we accept as fact that heart pain is produced 
by a heart muscle which is exhausted in an attempt 
to maintain circulation, we see that in heart pain 
we have the cause of symptoms in the heart muscle 
itself while in heart failure the symptoms are 
respiratory and are due to an insufficient cardiac 
output. We are in a position also to predict the 
causes of attacks of heart pain. 

The attacks in primary heart pain are brought 
on by effort, by mental or emotional strain, by 
exposure to cold, sleeplessness, the taking of food 
and sometimes over-indulgence in coffee. ‘The at- 
tack does not always immediately succeed the cause 
but may come on some minutes or hours later. This 
must be remembered. 

In the second group the causation of attacks is 
not so clear, but they often occur from causes 
similar to those in the first group, but occur as a 
result of less cardiac disease and a more irritable 
nervous system. In these patients there is usually 
a sense of exhaustion present between attacks and 
the attack is often accompanied by marked exag- 
geration of the symptoms with widespread pain and 
persisting hyperalgesia. 

The diagnosis of heart pain must be made in 
order that treatment may be instituted and a 
damaged heart protected from further strain. The 
typical attack of angina does not present much dif- 
ficulty, the agonizing pain, the sense of thoracic 
constriction, the feeling of impending death all go 
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to make a definite picture. It is those patients 
who have epigastric pain, or pain appearing in the 
neck or arm that present the difficulty. It is neces- 
sary to remember that the pain is usually brought 
on by some factor which puts strain upon the 
heart and the relief by the nitrites is often of aid 
in clinching the diagnosis. It is needless to say 
that a careful examination must be made to rule 
out all other possible causes of pain, recalling that 
no other visceral lesions except rupture of the lung 
and some mediastinal disease produce arm pain. 
These two latter lesions may do so, but rarely, and 
others signs are present to point to the nature of 
the trouble. 

It is also necessary to be on the alert to recog- 
nize pain not precordial in location as pain originat- 
ing in the heart. It occasionally happens that the 
pain is referred down the cord and appears in the 
epigastrium, as in one patient, a man of 50, who 
for months had had shortness of breath and epigas- 
tric pain on effort, the pain accompanying an en- 
larged, passively congested liver. The pain was, 
for a long time, interpreted as liver pain, until one 
day, after getting into bed he had a similar attack 
of pain in the epigastrium, accompanied by pain 
down the left arm. His succeeding attacks were 
all characterized by pain in both locations. 

The prognosis of heart pain of primary type is 
grave, but not without hope of some years of life 
in many instances. It is necessarily uncertain, be- 
cause the exact extent of cardiac disease underlying 
it cannot be definitely ascertained, and the intensity 
of the pain is notoriously a poor index of the severity 
of the disease. Broadly speaking, the cardiac 
changes underlying the symptoms are, in most in- 
stances, those of advancing years and as might be 
expected, the greatest number of deaths from angina 
occurred between 50 and 60 years of age in a 
series reported by Osler and between 60 and 65 
years in Mackenzie’s series. The majority of pa- 
tients die within five years of the onset of their 
symptoms, according to Mackenzie’s experience. 

This seing true, the best method at hand of 
estimating the probable outcome of recurring at- 
tacks of heart pain depends upon the degree of 
limitation of effort and the rate at which this limita- 
tion increases. It is usually justifiable to assume 
that a patient who can perform considerable effort 
before symptoms appear and who has had this 
symptom on effort for some period of time is not 
in immediate danger. Contrariwise, a patient who 
is stopped by pain upon slight effort and whose 
disability has rapidly increased in extent is liable 
to an early death. Herein lies our most reliable in- 
formation upon which to base a prognosis, but it 
likewise is not infallible. 

Luetic disease of the heart may, in some instances, 
be ameliorated by treatment, but in others treat- 
ment is without avail and in these patients the 
prognosis must often be based upon the successful 
or unsuccessful outcome of treatment. 

In the group of secondary angina in women, the 
prognosis as to life and improvement is more favora- 
ble after all possible causes of the general ill health 
have been found and eliminated, but constitutionally 
many of these patients are unfavorable subjects for 
complete recovery. The danger in them is not so 
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important, however, the discomfort holding first 
place. 

The treatment of the attack is almost universally 
understood. ‘The use of whiskey, the nitrites or 
morphine, depending upon the severity of the par- 
ticular attack, is almost household knowledge. The 
patient puts himself at rest in most instances, but 
it is our duty to insist upon it if he has not done 
so. In the severe attacks a quarter of a grain of 
morphine sulphate may be used hypodermatically 
every fifteen or twenty minutes until relief is ob- 
tained and occasionally it may be necessary to use 
chloroform by inhalation. 


Knowing that it is cardiac effort which produces 
the attack, it is the duty of the physician to arrange 
the patient’s life so that he can lead an endurable 
existence with a minimum of effort and it is in this 
province of therapeutics that so much injustice is 
done. 

First, it becomes necessary for us to do all in our 
power to allay the great amount of fear usually 
suffered by these patients and this is best done by 
taking enough of our more or less valuable time to 
explain to the patient, in language that he can un- 
derstand, the nature of his trouble, stressing the 
hopeful factors and minimizing the hopeless ones. 
The latter can be discussed with a responsible mem- 
ber of the patient’s family. Having done this, the 
rationale of his treatment can be explained to him 
and he will pursue his daily routine minus the ter- 
rible burden of fear frequently put upon a patient 
by the curt and courageous physician who more or 
less theatrically states simply that he has angina 
pectoris, puts a heavy band of restrictions about 
him and leaves him to investigate among his friends 
and acquaintances, the number of their friends and 
acquaintances who have died suddenly from the 
same disease. 


Thus the patient is taught that hill-climbing, 
running and out-door sports are not alone added 
burdens upon his heart, but that worry, anger, fear, 
intense mental activity and over-eating and drink- 
ing also bring their share of strain upon it. He 
should be encouraged and perhaps aided to adjust 
business and domestic worries if these exist. 

He should be taught further that the slightest 
sensation of heart pain is the best indication of the 
limitation of effort of his heart, and that this 
limit should never be exceeded. If an exceptionally 
great effort induced the first attack and the patient 
is seen then, a period of bed may materially reduce 
his limitation of effort. 

A proper amount of rest must be enjoined upon 
the patient and if sleeplessness interferes is must be 
controlled by bromide or some efficient hypnotic. 
Excessively nervous patients may be given sufficient 
bromide or other sedative during their waking hours. 
A rest in the middle of the day or after each meal 
may be required in certain patients. 

The sleeping rooms must be kept warm for 
the patient’s dressing and undressing, to guard 
against exposure to cold. He should be warned 
against walking in cold winds or doing his usual 
level walking against a strong wind which ma- 
terially adds to his effort. : 

The diet should be regulated so that no great 
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weight is gained as a result of the enjoined rest 
and it is sometimes advantageous to remove some 
weight by suitable measures. The food should be 


easily digestible and the bowels should be well regu- 
lated. 


A thorough search should be made for any pos- 
sible disease which might be contributing to the 
cardiac damage. Lues, focal infections in the ton- 
sils, teeth, sinuses and other parts of the body 
should be searched for and removed as far as pos- 
sible. Gastro-intestinal disease must be controlled 
so as to eliminate irritating and disturbing symp- 
toms and all factors which tend to disturb the pa- 
tient should receive attention. 

In the group of secondary anginas all disease 
processes should be sought for and removed and 
the general health looked after very carefully. 
Menopause symptoms should be eliminated by all 
possible methods and sedatives should be used when- 
ever necessary to hold down a hyper-sensitive nerv- 
ous system. Reassurance should be offered these 
patients in considerable quantity. 

In the severest cases where bed rest and other 
measures have not sufficed to prevent frequent and 
severe attacks it may be decided to try excision of 
the cervical sympathetic, as advocated by Jonnesco 
and as has been done by Coffey and Brown and 
others. ‘This surgical measure provides relief of 
pain, but of couse does not alter the ultimate end 
to any great degree. 

It is absolutely necessary that each patient’s ac- 
tivities be restricted to a degree fully commensurate 
with his particular limitation of effort but, un- 
doubtedly, the wind must be tempered to the shorn 
lamb, and patients with mild degrees of disability 
must not be chained to beds or chairs by thoughtless 
doctorial dicta based upon personal routines de- 
veloped by physicians in order to conserve their valu- 
able time and thought. These patients have their 
lives to live until their hearts finally give up the 
struggle and it is our duty to give each patient 
the time and study necessary to add to the latter 
chapters of his life as much pleasure and enjoyment 
as his damaged heart is able to carry under our 
sympathetically careful guidance. 


240 Stockton Street. 


DISCUSSION 


Harry Spiro, M. D. (Flood Bldg., San Francisco) — 
Doctor Kelly has not attempted to state all the facts and 
theories involved in this intense subject of Heart Pain— 
time forbade him. He, no doubt, could talk all night 
and not exhaust the subject. 

This question of cardiac fatigue as a cause of cardiac 
pain gives plenty of room for argument. The heart is 
an extraordinary organ. It is almost impossible to 
fatigue it in the sense of skeletal muscle fatigue. The 
more you stimulate the heart the speedier it contracts, 
and the weaker it gets as a rule the faster it works. One 
of the principal signs of heart fatigue is rapidity of 
action. If pain were a sign of heart fatigue we would 
have pain oftener. Then, plainly, something else is 
needed besides ordinary fatigue as a cause of cardiac 
pain. “A deficient blood supply in the face of sudden 
demand,” is a very frequent cause. The healthy heart 
with healthy vascular supply always has enough blood 
to meet its requirements, this supply being automatically 
regulated to the demand. But a nearly healthly heart 
with a defect in its vascular system, is not ready for an 
unexpected demand, as the heart continues to contract, 
sufficient blood supply or not, but it cries in anguish; it 
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answers the unfair demand by calling forth pain. This, 
as a cause of cardiac pain, has been shown to be prob- 
ably correct by hundreds of autopsies. 


I am in pafticular interested in aortitis as a cause 
of cardiac pain, of rather as a cause of angina pec- 
toris. Patient after patient complains of pain exactly as 
described by Doctor Kelly. Careful physical examina- 
tion reveals nothing unusual. Frequently an x-ray pic- 
ture will show the heart normal in size and shape and 
one is almost tempted to say that the patient has false 
angina, particularly so if he has a normal blood pres- 
sure. But if you would carefully measure the aorta you 
would find that either the ascending or descending aorta 
has increased in width. 


Or, if radiograms are taken after first placing the patient 
in various angles, you may see a slight bulge at the 
root of the aorta. You then are in a position to make 
an exact diagnosis of angina pectoris of aortic origin. 

I beg of you not to forget that these are the types 
with normal blood pressure when you are examining 
them, but take the blood pressure during an attack of 
pain and you may see a rise of 100 points in the systolic, 
and even 50 or 60 points in the diastolic. Here is suf- 
ficient cause for agonizing pain—a sick aorta suddenly 
subjected to great pressure. This type, I believe, is the 
only type favorable for surgical interference, and fre- 
quently the only type which will yield to any treatment. 


RoLtanp Cummincs, M. D. (Pacific Mutual Bldg., Los 
Angeles)—From my observation I believe Sir Clifford 
Albutt’s contention is well taken that the pain in angina 
pectoris is not precordial but. post-sternal. As the im- 
pulses spill over into other cord segments, it may be 
most any place, but usually when patients are asked to 
point to the area of pain they will indicate an area over 
and just to the left of the sternum. This is of not great 
consequence, however, other than the endeavor to state 
things correctly tends to keep one from being so fuzzy- 
minded. 

The discussions as to the cause of the pain are in- 
teresting, but all are still unproven. It occurs to me 
that in one case the cause might be the distention of 
the presigmoid portion of the aorta, and in another case 
due to a cardiac ischemia from coronary sclerosis. 

I believe Doctor Kelly’s consideration of the group 
of patients having anginal pain at about the time of 
menopause very important. May I add to this the great 
group which one might class under the head of the 
fatigue states. These patients have pain typically lo- 
cated, but much milder and more persistent than in pri- 
mary angina pectoris. These pains do not come on 
suddenly in the form of attacks, but will develop in- 
sidiously following exercise or excitement. I have re- 
peatedly seen patients with a deep aching in and slightly 
to the left of the mid-sternal region, radiating up to the 
left side of the neck and down the left arm, in whom 
their was no sign of sclerotic changes, neither history 
suggesting heart disease. The blood pressure may be 
lower than normal. These pains may persist for hours 
or even days. 

I have a patient now whose blood pressure when 
she has this trouble will be as low as 85. Adrenalin 
hypodermically always helps her, and at times gives 
complete relief. 

These pains are not due to organic changes of the 
heart or aorta, but must in some way be due to vascular 
fluctuations coming from an unstable nerve supply. 


Frank B. REarDAN, M. D. (Physicians’ Building, Sac- 
ramento)—From the patient’s point of view heart pain 
is an extremely important affair. His attitude toward it 
is not only, what is it? why is it? but what can be done 
for it and its cure? Clinically, the symptom is not com- 
mon to any one pathological condition. As Dr. Kelly 
has reminded us, this is extremely important as regards 
prognosis and treatment. Obviously, aortic conditions, 
atheromatous coronaries, coronary occlusion, acute ex- 
haustion of the heart muscle, cardiac pain occurring in 
psychoneurotic individuals or in women at the meno- 
pause without other pathology discernible, vary widely 
as regards prognosis and treatment. I would feel that 
the most important feature in discussing this paper is to 
simply reiterate its fundamental facts, namely that car- 
diac pain, irrespective of its productive mechanism, must 
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be the signal for searching and finding the pathological 
condition responsible for it in that individual. 


J. Epwarp Harsinson, M. D. (Department of Medi- 
cine, Woodland Clinic, Woodland)—In all cases of pre- 
cordial pain, it is vital that we have a clear picture of 
the pathological conditions present, as these etiological 
factors determine our outline of therapy and prognosis. 

In addition to the types of cases cited, we sometimes see 
patients complaining of heart pain whom we suspect of 
having some type of aortic disease. At autopsy, espe- 
cially in cases of simple dilation of the aorta, the coron- 
aries may show no evidence of disease and the heart 
muscle may not be materially damaged. The deficient 
cardiac blood supply is probably due to incomplete filling 
of the coronaries. Normally, the openings of the coronary 
arteries are so situated in the sinuses of Valsalva, that 
they have an adequate reservoir of blood to draw upon 
during the period when the aortic valves are closed. In 
cases of aortic insufficiency, due either to dilation of the 
aortic ring or to aortic stenosis, conditions are changed. 
The coronaries not only have an inadequate reservoir of 
blood to drawn upon, but, in addition, the blood leaking 
back into the left ventricle produces definite eddy cur- 
rents and probably some suction and, in non-diseased 
valves, the regurgitant blood may produce some de- 
flection of the leaflets toward the walls of the aorta. 
Any of these conditions serve to decrease the volume of 
blood entering the coronaries. 

When, in addition to these conditions, we have path- 
ological constriction of the coronary, coronary sclerosis, 
myomalacia, or other heart muscle changes, the situa- 
tion becomes very grave. 

Patients often come to us complaining of precordial 
pain and, on examination, show negative findings, ex- 
cept for occasional ventricular extra systole. They in- 
sist that their complaint is pain and not a sense of ir- 
regularity or other discomfort. They do not definitely 
belong to any of the classes enumerated and we cannot 
dismiss them with a diagnosis of psychoneurosis, as the 
pain disappears if we are fortunate enough to be able 
to restore a normal rhythm with quinidine. 

As emphasized by Doctor Kelly, patients suffering from 
heart pain cannot be given any routine type of treatment. 
Each case demands careful study and individual treat- 
ment compatible with the pathological changes present. 
The general measures cited are very important. Amyl 
nitrite pearls or tablets of nitroglycerine, grains 1/100 
(dissolved under the tongue) may be carried by the 
patient at all times giving him a relative sense of 
security as well as being very serviceable during acute 
attacks in most cases. 


Doctor KeEtty (closing)—Doctor Spiro justly says that 
I have not considered all of the theories of the causation 
of angina pectoris. Albutts’ belief that the aorta is 
the seat of the disease has never seemed to explain it 
to me, perhaps chiefly because in my own experience, a 
minority of my patients with primary angina have had 
aortic changes which have been demonstrable, while 
there has usually been definite evidence of valvular or 
myocardial change. Contrarywise, I have seen large 
numbers of patients with enormously extensive aortic 
disease and no history of painful attacks—sometimes a 
slight or severe constant aching substernal in location. 

I also feel that a slight change in the diameter of a 
part of the aorta, or a slight bulge of its root, is a very 
insufficient base upon which to erect a diagnosis of 
angina pectoris of aortic origin. 

A frequently used example of anginal pain not caused 
by “heart strain” is that occurring at night and wakening 
the patient into an attack. It is argued that this must be 
due to aortic disturbance because the heart muscle is 
certainly at maximum rest. 

Is it? 

I hesitate to drag in the “Dream Books” so dear to the 
Freudians, but I have at present two patients who have 
nocturnal attacks and who, on more than one occasion, 
have been able to remember the dream from which they 
wakened in an attack. Once, a street car wreck and again 
a fist fight, either of which indulged in by day time 
would unfailingly bring on an attack. We do not re- 
member all of our dreams, but we do know that many 
of them induce considerable circulatory changes of such 
nature that the heart can in no wise be said to be at 





August, 1925 


rest. I put this forth as a tentative explanation for 
many nocturnal attacks—an explanation which I have not 
seen in the literature. 

I agree fully with Doctor Cummings that we should 
avoid “fuzzy-mindedness,” but the fact remains that pa- 
tients complain of pain located in a definite place, 
often far from sub-sternal, and who are we, in the 
present state of our knowledge, to say that the impulse 
has spilled over in every case. I wont deny that it 
may have originated outside of the heart muscle in the 
beginning, as I feel that as yet enough certainly does 
not attend our knowledge of the exact nature of the 
disease. 

I appreciate the careful discussion of this paper, 
which only attempted to place angina pectoris before us 
with a possible working hypothesis upon which to con- 
duct treatment. 


QUESTIONABLE DIAGNOSTIC METHODS 
By Joun W. Suuman, M. D., Los Angeles 


There are more than two sides to any con- 
troversial subject, and the subject Shuman discusses 
is admittedly a many-faced one. This is indicated 
in some of the discussions on his paper. 

It is logical to expect that some of Shuman’s 
statements will produce some strong reactions. 
This he expects. Some may even censure the 
editor for permitting the frank discussion. My 
reply is that discussion, however frank, is welcome, 
so long as it maintains an impersonal character 
and does not endanger the cause of better medi- 
cine by washing dirty linen in public places. All 
writers must bear in mind the fact that California 
and Western Medicine is a public medium and 


that each issue is probably examined by several 
thousand non-medical people, including those who 
are looking for weapons to use against physicians. 

Comment on the question raised by Shuman or 
any other will be published if it complies with the 
policies established for the guidance of the editor. 
—EpIror. 


Medicine being made uselessly complicated and ex- 
pensive. 

Over-specialization not an asset to the cause of better 
medicine. 

Good clinical judgment still the mainstay of the physi- 
cian. 

Standardization of laboratory and other diagnostic 
methods recommended. 

Too many consultants more harmful than none. 


Discussion by T. C. Edwards, Salinas; Rene Bine, 
San Francisco; Dudley Fulton, Los Angeles; W. C. Ship- 
ley, Cloverdale. 


OLLOWING the World War many diagnostic 

clinics were formed. Fads for surveying the 
health of communities became prominent. It is an 
axiom that anything, “too prematurely born, soon 
withers away and dies.” I believe this to be true 
of the activities just mentioned. We, as physicians, 
must not lose sight of the best interests of our pa- 
tients. It is not to the best interest of the average 
sick individual to be examined by too many physi- 
cians. In pneumonia this is very true for too much 
examaining disturbs the patient’s rest both physi- 
cally and mentally; and it is one reason why the 
wealthy man, suffering from pneumonia, who can 
afford many physicians, and thus too many examina- 
tions, has less chance for recovery than the poor pa- 
tient who has only nature, assisted by his personal 
physician, to depend upon. 

My students have had difficulty in understand- 
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ing my attitude in not letting them “thoroughly 
and painstakingly examine the pneumonia patient 
two and three times a day,” until they have realized 
and appreciated the value of rest as a therapeutic 
agent, and have learned that inspection is more 
valuable than extensive percussion and auscultation 
in the successful management of the pneumonia pa- 
tient. 


The psychic effect upon the patient who is passed 
from one consultant to another is not for lasting 
good. ‘The patient sooner or later realizes that 
he is no better off physically by having too many 
doctors. Mistakes like the following are more fre- 
quent than they should be or than they would be 
if direction in diagnosis and treatment were more 
completely centralized in one directing physician. 

A man of 45 years, while paying a last visit to 
his daughter, was referred to a most competent 
radiologist 350 miles away for a series of x-ray 
treatments of the abdomen, for “an intestinal car- 
cinosis springing from carcinoma of the rectum, 
diagnosed after surgical exploration and pronounced 
inoperable.” The dosage was already mapped out 
so my technician had only to deliver the directed 
treatment dosage. A year or so later a doctor 
recalled the case to my mind, and said, “that man 
came back to his home town and to me, given up 
by all you specialists; but I gave him potassium iodid 
and his ‘tumor masses’ are all gone. I had treated 
his early syphilis fifteen years before.” 


The young doctor of today, following his year 
of hospital internship with its two months’ labora- 
tory service, during which time he sees “The Chief” 
making diagnoses from “specimen reports,” enters 
his practice with the impression that pipettes, tubes, 
slides, scopes, blood chemistry apparatus and what 
not are essential in diagnosing disease. There is no 
doubt that the clinical laboratory is a most valuable 
aid in diagnosis, but blind credence in a test or 
group of tests alone leads too easily to the examiner’s 
conviction of the correctness (?) of his diagnosis 
and to the selling of his opinion as a fact to the 
patient. 

There are three classes of individuals interested in 
diagnostic methods. First, the honest physicians 
with personal interest, critical minds and dispas- 
sionate judgment. Some call these men scientific. 
They are intelligent, common sense observers. Hip- 
pocrates, Sydenham, and Osler were striking exam- 
ples of this class which is not large enough. 

The second class are physicians and persons en- 
gaged in caring for the sick, who are especially 
moved by sentiment ; they lack proper critical sense ; 
they seek for diagnosis to be made easy. This class 
is large. 

The third class are those engaged in the manu- 
facture of diagnostic instruments and their acces- 
sories. ‘Too many of this and some of the-second 
class not only realize, but make use of the greatest 
of all human weaknesses, viz., “the willingness of 
people to believe.” The innumerable followers of 
cults, pathics and actics, who have little training and 
conceptions of diagnosis, treat only for the fee’s 
sake, and merit no consideration here. 

If we physicians cease to be such easy prey to 
the get-rich-quick schemes of promoters and manu- 
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facturers of alleged diagnostic instruments of pre- 
cision and their accessories, and lose the willingness 
to believe that pathognomonic symptoms frequently 
exist, the world will be better off. 


Ten years ago sero diagnosis was at its height. 
Pernicious anemia was “easily diagnosed” by a 
color index, greater than one. Syphilis was unmis- 
takably recognized by enlarged bilateral postauricu- 
lar and epitrochlear glands; and a too high blood- 
pressure was a cause for prognosing early death. 
Now Abderhalden’s test is defunct; a primary 
anemia does not exist; it takes more than adenopathy 
to make the diagnosis of syphilis; and we are 
learning that we did not know so much about blood 
pressure at that time. The Wassermann test is now 
standardized and its limitations realized. It is a 
recognized fact at present that a “frank, reliable 
Wassermann reaction is evidence of syphilis; and 
that, in the absence of a syphilitic history, the diag- 
nosis of syphilis should be made with great care; 
that the test should be verified by repeated tests, and 
that a negative Wassermann is of little value.” 


All new and élaborate diagnostic procedures 
should be standardized and given a first, second, 
third, fourth or no place rating in diagnostic value, 
depending upon their practicability and dependability. 
If diagnostic procedures had to undergo an evalua- 
tion similar to that of medical remedies before gain- 
ing recognition, it would be a step in the right direc- 
tion. Individual physicians have their favorite diag- 
nostic methods, but the average diagnostician, how- 
ever, uses the average diagnostic methods in an aver- 


age manner, and thereby his average diagnostic de- 
ductions, roughly speaking, are about 80 per cent 


correct. Some of the procedures in vogue that 
should be standardized are gastric, renal, spinal fluid 
and metabolic tests. 


In my work gastric analyses have been super- 
seded by radiological studies. I find the roentgen 
ray more dependable and less costly to the patient. 
Renal function tests are of no value in distinguish- 
ing uremia from other conditions, or in prognosis. 
Basal metabolism studies, if properly used, may 
give a certain amount of valuable information, but 
as no two men can use the same machine on the 
same patient and get the same deductions, I feel 
it is still too embryonic and too costly a procedure 
for practical clinical medicine. Spinal puncture is 
too common a procedure and is not as simple as 
venous puncture. The diagnosis of cerebro-spinal 
meningitis should be made before a puncture is 
thought of, and then instituted more as a therapeu- 
tic rather than a diagnostic procedure. I never 
make a spinal puncture unless I expect to find in- 
creased pressure or micro-organisms. 


Other procedures which may be viewed along 
these lines are Lyon’s A, B, and C bile tests, pneumo- 
peritoneum technic, catheterization of ureters and 
blood chemistry. Some diagnostic procedures may 
be harmful because they are ofttimes performed by 
eager and untrained hands. 

If the clinician does all the work on the patient 
himself, using the laboratories, the technique of 
which he supervises, for “findings,” and then inter- 
prets the findings himself with a definite notion of 
their practical application, all will be well. Just 
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what should and should not be a routine is a matter 
of choice and habit. I secure history and physical 
examination findings and have them typewritten on 
a history card. Blood pressure reading and fluoro- 
scopic examination are a part of my general physi- 
cal examination, just as is testing the “station, gait, 
and reflexes.” But I do not bismuthize and fluoro- 
scope the gastro-intestinal tract when there are no 
subjective or objective symptoms of disease indicat- 
ing such procedure. A record of temperature, 
pulse, respiration, weight, urine and blood is made 
for each patient. No one of these will make the cor- 
rect diagnosis, and none of these is observed and 
entered simply to elaborate a record. 

A certain diagnostic procedure which is too often 
used is “exploratory operation.” It is the coward’s 
flag under which he marches to make a diagnosis. 
By this is not meant that an “acute abdominal 
crisis,” for example, intestinal obstruction, is not 
a diagnosis sufficient to call for abdominal section. 
But I do mean that those abdominal explorations 
which are meddlesome surgery may be a menace 
and a crime too often committed in the name of 
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DISCUSSION 


T. C. Epwarps, M. D. (Salinas, California) — Doctor 
Shuman’s paper has more real meat in it than any I have 
read for a long time. What he says about frequent exami- 
nation of patients is a fact. 

After a definite diagnosis of pneumonia has been 
made, what possible benefit is it to the patient for you 
to “go over” his chest daily? What information can 
one gather from these daily percussions front and back 
that cannot be more satisfactorily had by referring to the 
clinical chart, aided by the power of observation? Vastly 
more good may be accomplished by making a friendly 
visit. Feel the patient’s pulse, and as you do so, give 
his hand a caressing little pat, and thus let him know, 
as Oliver Wendell Holmes suggests, that “you are all 
his own.” Make your mere presence in the sick chamber 
of more value to the patient than your medicine. 

The suggestion by Shuman of having diagnostic pro- 
cedures standardized is a good one. This would give 
the stamp of reliability where now there is frequently 
definite uncertainty in relation to some of these so-called 
aids. 

Ray Lyman Wilbur has expressed the opinion that 
the physician of the future must stand upon a broad 
foundation; must be fully qualified to diagnose and treat 
the ills of the sick; and, above all, he will remember 
that the individual is a very complex entity requiring 
very careful PERSONAL attention. 

Shuman’s idea of having the physician do all the 
work of supervising, collating and interpreting labora- 
tory and other findings (not delegating it to others) is 
in accord with Wilbur’s judgment and good common 
sense. When this is done there will be less use for 
specialists. 

I wish to emphasize Shuman’s views about spinal 
puncture, exploratory operations and the like. If we 
take a little more time in the study of our patients, to- 
morrow or next day there may be such change in con- 
ditions that the “interesting” case may look altogether 
different; in fact may be on the road to recovery. Re- 
member what Holmes says: 

“Of all the ills that suffering man endures, 

The largest fraction liberal NATURE cures!” 

I wish to commend the doctor on the excellence and 
timeliness of this paper. 


RENE Binge, M.D. (380 Post Street, San Francisco)— 
Some thirty years or more ago, so I was told, two recent 
graduates of a European medical college settled in a 
community where there was but one doctor, an old-timer, 
an old fogey, they considered him, untrained in the use 
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of high-power microscopes, culture media, bacterial 
stains, and the like. It was a question of but a short 
time before the community would make its compari- 
sons, and then the old fogey’s patients, and others from 
the surrounding parts, would crowd the waiting rooms of 
the two scientifically trained men. 


But alas! The stupid community must have been 
blind. The old doctor held his patients, and the young 
men had plenty of time for reflection. But just as they 
were despairing, influenza appeared, and in a short time 
there was such an epidemic as to make it impossible for 
even three men to properly handle the situation. The 
young men were in such demand, day and night, that 
for weeks they hardly met. 

Then late one afternoon, one of them came back to 
his room, sent for the landlady, told her he was sick, 
all in, possibly going to die, and please send for the old 
doctor, but please not to tell his chum about this, as he 
did not wish to hurt his feelings. Upon which the land- 
lady replied not to worry, she would not say a word, the 
old doctor would be there shortly, she had just sent for 
him to come and take care of his friend! 


Shuman evidently agrees with those of us, who, when 
sick, prefer to have the old doctor, or possibly a man 
trained by so-called “old doctors.” For the good old 
doctors are primarily clinicians, men who question their 
patients, who examined them thoroughly and intelligently, 
whose judgment is sound, and who never lose sight of 
the fact that they are not treating a disease, but a pa- 
tient, an individual whose mental and moral state must 
be taken into consideration—always. 


And Shuman, no doubt, would prefer to be in the hands 
of the man who keeps proper case records, and who 
does not trust to his memory, plus a few “laboratory 
reports,” for all of his data. 


There is no doubt that in many American medical 
schools too much emphasis has been placed upon the 
newer laboratory methods. We often hear of patients 
being sent for Wassermann tests before histories are 
taken or physical examinations made. Frank Billings 
told me about a year ago that he had referred a patient 
to a hospital some time before because of symptoms sug- 
gesting an enlarged prostate. A couple of days later, 
visiting the hospital, he looked for his friend and found 
him in the chemical laboratory where every possible 
functional renal test was being carried out, blood tests 
galore, x-rays had been taken of most of his bones to 
rule out metastases, but no physical examination had 
been even started! 

Repeated clinical examinations often enable one to reach 
conclusions in a given case; occasionally even the simple 
review of a history will do the trick. 

I agree with Shuman that blood-pressure readings 
should be a routine procedure. It is a great satisfac- 
tion to be able to tell a patient, year in, year out, that 
his physical status has shown but little change. A rou- 
tine urine examination is essential. No physician can 
be criticized who omits fluoroscopic examinations as a 
routine procedure, not to mention the fact that many 
patients are seen often at their homes only. 

Nor can too much reliance be placed upon the “find- 
ings” of the radiologist, aye, of the best. How often does 
a negative report really exclude gall-stones? How often 
does a positive report prove duodenal ulcer, chronic ap- 
pendicitis, abdominal adhesions, or even cancer? How 
many teeth have been unnecessarily extracted because of 
tiny shadows? 

Doctor Shuman’s suggestion that new and elaborate 
diagnostic procedures be standardized is a good one. 
It is also quite important, I believe, that the medical 
teachers of this country, by precept and by example, try 
to turn out good clinicians, and that at our medical meet- 
ings, and more especially in our county societies, more 
attention be paid to the presentation of well-studied 
clinical material than to the highly specialized report of 
a pathological rarity. 

DupLey Futon, M. D. (Pacific Mutual Bldg., Los 
Angeles)—In my opinion Shuman’s very _ interesting 
paper offers no constructive criticism other than making a 
plea for more thoughtful analysis of clinical and labora- 
tory findings. : 

Every experienced clinician agrees with the author that 
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there is too much test-tube, x-ray and serological influ- 
ence in modern medicine. Yet who would attempt diag- 
nostic work without utilizing the aid these diagnostic 
methods give when properly valued? 

I believe Shuman could write a better paper covering 
the neglect of these diagnostic methods, as it is undoubt- 
edly true that they are more frequently neglected than 
abused and improperly interpreted. A case in point: The 
confusion in diagnosis and treatment of the case of “In- 
testinal Carcinosis” he reports in this paper would proba- 
bly have been avoided had a competent Wassermann 
test been performed. 

In regard to the suggestion that diagnostic methods 
be standardized similarly to medical remedies and pub- 
lished weekly in the Journal of the American Medical 
Association, it should be pointed out that proper valua- 
tion of either can be demonstrated only by their applica- 
tion to general practice. This is the contribution of the 
clinician to progressive medicine and which the research 
worker has always solicited. 

While we are willing to admit, for the sake of argu- 
ment, that the art of medicine may possibly not measure 
up to the standards established by such famous clinicians 
as Hippocrates, Sydenham and Osler, yct it must be con- 
ceded that the science of medicine, as displayed by the 
general practitioner, manifests greater accuracy in diag- 
nosis and, therefore, therapeusis, than ever before. We 
are inclined to believe that this is the result not only of 
more advanced knowledge of biological laws, but of the 
application of the latter, to everyday practice, by the 
diagnostic methods under discussion. 


W. C. SuHipLtey, M.D. (Cloverdale, California )—Doc- 
tor Shuman has presented some very appropriate facts in 
his paper. There can be no doubt as to the ill effects of 
excessive and too frequently repeated examinations of the 
gravely ill, especially in pneumonias. 

To my mind one good consultant, when a case demands 
it, is as good for all parties concerned as a far greater 
number. 

With the average high-class medical man, a consultant 
is only necessary to confirm the attending physician’s 
findings, help him in making a diagnosis and sharing in 
the moral responsibility. 

The diagnostic clinics, while beautiful in theory, are 
not always perfectly satisfactory in practice. 

There can be no question but that the accessory diag- 
nostic means of x-ray and laboratory should be standard- 
ized and the simplest and most satisfactory selected for 
general use for no medical practitioner, no matter how 
keen his powers of observation and his ability to analyze 
the findings of his special senses, can depend entirely upon 
case history and clinical evidence; neither should these 
fundamentally important elements in the practice of sci- 
entific medicine be neglected in favor of laboratory 
methods. 

Intelligent use of all diagnostic measures should be 
employed in arriving at a definite conclusion as to the 
cause of a patient’s deviation from a normal standard of 
health. 


SHUMAN (in closing)—Discussion greatly appreciated. 





Surgical Procedures in Jaundiced Patients—A prac- 
tical application is made by E. Starr Judd, Rochester, 
Minn. (Journal A. M. A.), of the work of McNee, van 
den Bergh, Aschoff and Mann to the surgical treatment 
of jaundiced patients. The most valuable aid in the 
handling of jaundiced patients is- the van den Bergh 
test for the quantity and quality of bile in the serum. 
Much has been accomplished in the preoperative treat- 
ment of jaundiced patients, which means more than just 
the intravenous administration of calcium. Judd _ be- 
lieves that in deeply jaundiced patients the common 
ducts should usually be drained with a tube, and the 
gallbladder should be drained if necessary, but not 
removed. Hepaticoduodenostomy is the procedure of 
choice in cases of postoperative stricture. Cholecystogas- 
trostomy offers considerable relief in certain types of 
inoperable malignant diseases, and also seems helpful 
in cases of hepatic infectious jaundice. Multiple needle 
punctures in cases in which the liver is badly damaged 
allow a certain amount of blood and fluid to drain out, 
and may tend to restore the function of the liver. 















Clinical Notes and 


Case Reports 





FECAL VOMITING OF RARE ORIGIN 


By C. C. Atuison, M.B. (Toronto) 
(From the National Soldiers’ Home Hospital, Los 
Angeles) 


Vomiting is a most important symptom. Persistent 
vomiting, though periodic in type, calls for a most 
thorough investigation. Fecal vomiting usually, but not 
always, bespeaks obstructive symptoms. For example, 
this patient exhibited fecal vomiting as his chief symptom, 
but he did not have complete obstruction. His was a 
vicious circle of stomach and jejunum with a fistula lead- 
ing up from the colon into the latter. 


CASE REPORT 


No. 4986: Male, age 29. Admitted November 20, 
1923, complaining of “vomiting at weekly intervals, fre- 
quent diarrhea and eructations of gas without colic.” 

History in Brief—Following a truck accident in Janu- 
ary, 1919, while in the A. E. F. service, he was sent 
to the hospital for minor injuries, and while there a 
thyroidectomy was performed and he was then invalided 
to the U. S. A. and discharged in July, 1919, on a 
“SCD” (Surgeon’s Certificate of Disability). One week 
after his discharge from the army he developed “stomach 
symptoms.” A gastro-enterostomy was performed for 
“peptic ulcer,’ followed by symptomatic relief until 
July, 1923. 

Physical examination revealed a tall undernourished 
weak man with pale skin and cyanotic lips and finger- 
tips, and edema under the eyes; pyorrhoea-alveolaris 
and multiple dental abscesses. Chest expansion was 
poor, the diaphragm high; the abdomen prominent with a 
small amount of ascitic fluid present; an incisional scar 
five inches long in upper right rectus with hernial pro- 
trusion. 

An x-ray gastro-intestinal series showed an outline of 
the transverse and descending colon in the “immediate” 
plate. The roentgenologist, R. C. Shawhan, M. D., con- 
sidered this was due to previous medication and returned 
the patient to the ward, advising him to return later. 
The ward record showed, however, that this patient had 
not received any medication which would cause an 
“opaque shadow.” 

The laboratory reported “occult blood” present in the 
stools on three examinations: A basal metabolic rate of 
35; RBC 4,500,000; haemoglobin 74 per cent. 

Patient was examined on May 8, 1924, by Medical 
Consultant John W. Shuman of Los Angeles, who re- 
ported as follows: “The gastro-enterostomy has not only 
served its purpose, but has become a menace. Advise 
that it should be taken down for this will return the 
food to its usual route, eradicate the ventral hernia, and 
give the surgeon an opportunity to clear up any patho- 
logical condition that may exist.” 

His progress record showed, in spite of medical man- 
agement, a continuous loss of weight, frequent night 
sweats, frequent attacks of diarrhea, and vomiting and 
neuritic pains with paraesthesia all over the body. On 
July 10, without complaint of previous nausea, he vomited 
a quart and a half of feces containing hard scybalous 
masses. 

Patient was referred tq Colonel James A. Mattison, 
Chief Surgeon, for further consideration from the stand- 
point of surgical intervention. After reviewing the find- 
ings thoroughly, he decided, in view of the fact that the 
patient had myocardial degeneration with considerable 
resulting ascites, that the patient was too poor a risk for 
surgical intervention. He advised that it would be neces- 
sary to cut off the old gastro-enterostomy and probably 
do a partial resection of the stomach and do a Polya 
operation. Fecal vomiting again occurred on July 20, and 
thereafter at frequent intervals up to the time of death, 
August 8, 1924. 

Autopsy was performed August 10, and showed the 
celiotomy scar attached to the side of the gastro-enteros- 
tomy by a thin strand of adhesions. The stomach was 
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greatly dilated, the pylorus infiltrated. The transverse 
colon was firmly attached to tissues involved in the 
gastro-enterostomy. The pylorus would barely admit a 
pencil, and, upon opening it, a depressed puckered scar 
of a healed posterior pyloric ulcer was noted. The first 
portion of the jejunum was attached to the posterior 
surface of the stomach. The gastro-enterostomy orifice 
was sufficiently large and showed absence of ulceration. 
The jejunum below the orifice was convoluted and at- 
tached to the transverse colon anteriorly. The colon lay 
between it and the stomach and a fistula wide enough 
to admit the finger was found between the jejunum and 
the colon at a point 1 c. m. below the gastro-enterostomy. 
The portion of the transverse colon immediately proximal 
to the gastro-enterostomy was infiltrated and stenosed so it 
would admit a finger with difficulty (See Figure 1 and 2.) 

Other findings were: Chronic cholecystitis with adhe- 
sions to the transverse colon; chronic appendicitis; 500 
cc. of amber colored ascitic fluid; high diaphragm; par- 
tial atalectasis of the lower lobe of the lung. 

Points of Interest—The cause of fistula between colon 
and jejunum is problematical. It was definitely apparent 
that nothing short of cutting off the old gastro-enteros- 
tomy, re-establishing the continuity of the colon and doing 
a Polya or some similar operation, would have been 
necessary to have saved this patient. It is very evident, 
however, that patient was too poor a surgical risk to 
even consider such a procedure. 


ULCERS OF THE BLADDER 
By E. Harotp Kino, M. D., Los Angeles 


Ulcers of the bladder may be due to injury, tuber- 
culosis, gonorrhea, cystitis, lues, or malignant tumor. A 
solitary punched-out ulcer is a common type in anemic 
women. The ulcers may be single or multiple and per- 
foration may occur into the prevesical space or the peri- 
toneal cavity. The types of bladder ulcer I have seen 
mostly have been gonorrheal in origin. These ulcers have 
presented symptoms of severe pain, with bloody, turbid 
urine and have been slow to respond to treatment except 
when fulgurated. Most of the patients have refused 
fulguration. 

It is a known fact that astounding results have been 
obtained from the administration of parathyroid sub- 
stance in varicose ulcers of the leg and ulcers of the 
rectum. How this endocrine substance acts has not as 
yet been fully determined. It is claimed that not only 
does parathyroid substance regulate calcium metabolism, 
but also stimulates general cellular nutrition. I have 
used parathyroid substance, combined with calcium lac- 
tate in three cases of ulcer of the bladder and cite these 
cases to show the gratifying results obtained. 


CASE REPORT 

Case 1. Adult male, age 34, complained of vesical 
tenesmus, blood in the urine, and pain during the act 
of urination. Cystoscopic examination revealed a large 
ulcer of the bladder. Ureteral catheterization showed 
negative urines from the kidneys. Patient had gonor- 
rhea eighteen months ago. Treated at office with vesical 
irrigation of sterile distilled water until the water came 
away clear. This was followed by the instillation of 
one ounce of emulsion of silver iodide which was re- 
tained in the bladder for several hours. The accom- 
panying cystitis was relieved, but the patient still com- 
plained of pain at the end of urination after ten days’ 
treatment. He was admitted to hospital, put to bed, 
fed on green vegetables, large quantities of water and 
orange juice. The medical treatment consisted of soda 
bicarbonate grains 30, along with parathyroid substance 
gr. 1/20th and calcium lactate, grains 5, every three 
hours. At the end of six days all urinary symptoms had 
disappeared. A cystoscopic examination made one month 
later showed the ulcer had cleared up. 

Case 2. Adult female, age 26, complained of pain over 
right kidney and bladder. Fever ranging from 100 to 
104 for over one week. Gonococcic infection three months 
previously. Examination showed a profuse vaginal dis- 
charge and smear confirmed the diagnosis of gonorrhea. 
This patient was admitted to hospital and given the 
same line of treatment as outlined in Case 1. Within 
five days the temperature was down to normal and all 
bladder symptoms had cleared up. This patient remained 
in hospital seven days. A few days later she was put 
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under ether anesthesia, a cystoscopic examination showed 
the ulcer of the bladder had healed and to clear up the 
specific endometritis the uterine cervix was dilated, the 
endometrium and cervical canal were swabbed with 
equal parts of carbolic acid and iodin and the vaginal 
walls treated in the same manner. An iodoform gauze 
pack (5 per cent) was introduced into the vagina and 
removed after twenty-four hours. This patient is now 
free from all bladder symptoms and has no vaginal dis- 
charge. 

Case 3. Adult male, aged 54. Complained of vesical 
pain and painful micturition for two months. Wasser- 
mann four plus. Given course of Salvarsan and mercury, 
but the bladder symptoms were not relieved. The 
cystoscope revealed an ulcer of the bladder just outside 
the trigone. This patient would not consent to ful- 
guration of the ulcer, but did go to bed and followed 
the dietetic and medical treatment outlined. He is now 
free from all pain after three weeks’ of treatment. 


308 Consolidated Building. 


SIGNIFICANCE OF THE COLLOIDAL PROP- 
ERTIES OF GELATIN IN SPECIAL 
DIETARIES 


By Tuomas B. Downey, Ph. D. 
(Of the Mellon Institute of Industrial Research, 
University of Pittsburgh) 


An examination of the dietetic possibilities of gela- 
tin from a chemico-physiological standpoint reveals a 
number of properties which would make this unique 
food product a valuable addition to special dietaries, 
particularly those in which milk forms the sole or major 
portion. In such dietaries gelatine functions as a pro- 
tein food to the extent of the utilization of its amino 
acids by the body, and in addition possesses marked 
activity as a protective colloid and emulsifying agent. 
Practical observations in clinics and hospitals, as well 
as experimental work in laboratories, indicate that these 
characteristic properties of gelatin as a colloidal sub- 
stance exert a most significant influence in promoting 
digestion and absorption of certain types of foods. 


The importance of this colloidal activity of gelatin, 
where fed in conjunction with dairy products, has been 
demonstrated by the writer in feeding tests with the 
albino rat. Shortly after weaning, the young from several 
litters were divided into two groups; one group re- 
ceived pasteurized whole milk as its sole diet, the other 
pasteurized whole milk containing 1 per cent of gelatin. 
Observations, extending over a period of six months, 
showed that the growth and physical well-being of the 
group fed on gelatinated milk was markedly superior 
to animals fed on the plain milk diet. The increased 
growth was accomplished on smaller food consumptions. 
In fact, during the early growth period for equivalent 
gains in body weight the animals on gelatinated milk 
consumed about 23 per cent less food than the group on 
plain milk. 


Another striking illustration is found in the writer’s 
experiments with ice cream. Over a period of seven 
weeks it was observed that a group of rats fed on an 
exclusive diet of ice cream, containing 1 per cent of 
gelatin, gained no less than 25 per cent more in body 
weight than was the case with their brothers and sis- 
ters whose diet was plain ice cream. For equivalent 
gains in body weight, the food consumptions of the group 
fed on the gelatin-containing ice cream were much less. 
Smaller percentages of gelatin resulted in proportionate 
improvements. It is important to note in this connection 
that the better nutritional status of the gelatin ice cream 
group afer a number of months on the diet was re- 
flected in continued health and growth, and in increased 
bone development and reproduction in several cases. 


It should not be presumed that the observed improve- 
ments of the dairy products are due entirely to the 
added protein value of the gelatin, but possibly more 
to the protective colloidal and emulsifying effects that 
it confers. The digestive processes are essentially col- 
loidal phenomena, whereby fats, carbohydrates, and 
proteins are ingested in the colloidal conditions and 
changed by the various enzymes to degradation products 
capable of absorption by the body. ‘To accomplish the 
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formation of these simpler substances, the enzymes must 
come into intimate contact with the food particles. If, 
perchance, the food particles are present as large tough 
masses, as is the case with cow’s milk coagulating under 
the influence of the hydrochloric acid and rennin in the 
human stomach, the contact surface of the enzymes with 
the food is limited and gastric digestion is delayed or 
impared. Various specialists have described experi- 
ments in vitro as well as with humans which show that 
the coagulation of cow’s milk by acid and rennin is 
prevented or modified in character in the presence of 
relatively small amounts of gelatin. This effect is spoken 
of as protective colloidal action, and it is interesting to 
note that gelatin is one of the most efficient of all human 
protective agents. Gelatin is also a good emulsifying 
agent and it is quite probable that it aids the secretions 
of the alimentary appartus in the emulsification of fats. 

In discussing the digestibility of milks, Chapin says 
that those animals whose stomachs form the larger 
percentage of the digestive tract and their digestion 
is largely gastric produce milks that form tough curds, 
as for example, the cow. In contrast is the human, whose 
stomach forms only about 20 per cent of the digestive 
tract. Human milk curdles in light flocculent masses. 
It has been pointed out by Alexander that human milk 
contains a natural protective protein in large amount, 
which is present in small amount in cow’s milk. It would 
seem, that the addition of such a protective agent as 
gelatin to cow’s milk would make it particularly suita- 
ble for infants, and such has been found to be the case, 
as is testified to in pediatric literature. 

In like manner, gelatin has been shown to be of 
value in other dietaries composed largely of dairy prod- 
ucts. For example, Hawk reports that the addition of 
gelatin to the milk-egg diets of tuberculosis patients re- 
sulted in decided nutritional improvements with the 
majority of the cases tried. 

The experiments described suggest the advantages 
that are to be derived by the utilization of gelatin in 
other dietaries. The protective colloidal and emulsifying 
action of gelatin promotes the digestion and absorption 
of various types of foods. It is also misleading to assume 
that gelatin as a protein is of insignificant food value. 

Feeding tests by McCollum and by Osborne and Men- 
del have shown that, with certain cereal grains, gelatin 
is exceptionally well utilized, presumably through its 
high content of the amino acid lysine. Also, with milk 
proteins gelatine is of value, as has been found by Sure. 
In combination with milk in the liquid form, it is be- 
lieved, however, that the colloidal properties are of 
greater significance. 

[Eprror’s Nore: Announcements regarding a well-known 
brand of gelatin are found monthly in our advertising 
pages. ] 


Shoe Dye Poisoning—C. W. Muehlberger, Madison, 
Wis. (Journal A. M. A., June 27, 1925), has found a 
total of forty-seven cases of poisoning from shoe dyes 
reported in the literature. Of these, twenty-five resulted 
from dyes containing nitrobenzene, and twenty-one from 
dyes containing anilin. The toxic substance responsible 
for one case was not stated. One of the cases of nitro- 
benzene poisoning resulted fatally. All the reported 
cases of anilin poisoning from shoe dyes are from Eu- 
ropean sources, while all those of nitrobenzene poisoning 
are from the United States. The nine cases reported by 
Muehlberger are the first of anilin poisoning from shoe 
dyes to be reported in the United States. The outstanding 
symptoms of poisoning exhibited in these cases are: 
marked cyanosis, weakness and vertigo followed by rapid 
pulse, headache, vomiting, somnolence and chills. The 
only treatment required is the removal of the shoes and 
rest in bed until the cyanosis disappears. Oxygen inhala- 
tion is without effect on the cyanosis. Digitalis medication 
is without avail and is not indicated. ‘The chemical 
analyses of four commercial preparations of black shoe 
dye are given. All these were found to contain either 
nitrobenzene or anilin. The only way that this type of 
poisoning can be adequately prevented is by state or 
national health regulations prohibiting the manufacture 
and sale of toxic shoe dyes. It is recommended that 
nitrobenzene and anilin be replaced by nontoxic solvents 
in order to eliminate the danger of poisoning. 





EDITORIALS 


THE LANE MEDICAL LECTURES 


The 1925 Lane Medical Lectures will be given 
on October 5, 6, 7, 8, 9. They are by Doctor Vit- 
torio Putti of the Rizzoli Institute, Bologna, Italy. 
They all have to do with problems of orthopedic 
surgery. They are by a remarkable man with a re- 
markable background—one of the great leaders in 
this specialty of medicine. 

Every physician in Western America ought to 
hear these lectures and meet Doctor Putti. We talk 
a great deal about post-graduate review work. Here 
is an opportunity provided by the foresight of a Cali- 
fornia physician, and President Wilbur of Stanford 
University issues an invitation to doctors to avail 
themselves of this privilege. 

The full program, with a brief illustrated bio- 
graphical sketch of the lecturer and a brief descrip- 
tion of the wonderful institute in which he works, 
will occupy this space in the September issue of 
CALIFORNIA AND WESTERN MepicineE. This pre- 
liminary note is only a suggestion so that physicians 
desiring to attend these lectures may have ample 
notice of the time, and plan their work accordingly. 


DIGNIFYING LEGAL MEDICINE AND 
ETHICS IN MEDICAL EDUCATION 
AND PRACTICE 

Since early in its existence the College of Medi- 
cine and Surgery of the University of the Philip- 
pines has had a Department of Legal Medicine, at 
first with a part-time professor and executive head 
and later with a full-salaried professor and several 
assistants. As in all other departments of that 
splendidly organized medical education, hospital and 
health service center, the head of the department 
in the school is not only ex-officio head of the cor- 
responding department in the hospital, research 
laboratories and elsewhere, but wherever such de- 
partments can be extended to be of use in the prac- 
tical work of the city and insular governments, that 
extension has been made. 


The most recent report of Professor Sixto de los 
Angeles outlines an illuminating expansion and a 
satisfactory service in both teaching and practice of 
the great problems involved in legal and ethical 
medicine, which we have not seen exemplified else- 
where. 


The department is now more than ten years old, 
and it not only teaches the problems connected with 
legal medicine and ethics to undergraduate students 
and graduate students of medicine, but the depart- 
ment serves every probable medico-legal patient ad- 
mitted to the Philippine General Hospital or any of 
its services from the time of admission until the case 
is disposed of finally in the courts. All cases of 
medico-legal jurisprudence that arise through the 
police departments, courts or any other departments 
of the city or insular government at Manila, are, 
by affiliation, promptly referred to this department 
of the medical school, and the officers of the depart- 
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ment take an active interest in assisting the courts 
and officers in a fair adjudication of the matter. 

For this purpose the’ department maintains its 
own specially equipped laboratories, laboratory 
workers and technicians of other kinds necessary to 
carry forward this enormously important and grow- 
ing branch of medicine. 

By action of the Regents of the University of the 
Philippines, this department of legal medicine also 
constitutes the same department for the College of 
Law of the same university. Its faculty is made up 
with a full-time professor at the head and with a 
number of specialists, including attorneys, doctors, 
chemists, toxicologists and similar part-time instruc- 
tors and a number of technicians. 

Every other department in this school is organ- 
ized along the same broad lines, but it is unusual 
to see such consideration given to legal medicine, 
and it is interesting to note that after ten years of 
experience the practical service of such a department 
to hospitals, courts, police bodies and government in 
general, as well as to the public, more than compen- 
sates, even in money value, for the cost of operating 
the department. - 

Persons interested in co-ordinating educational 
and practical ideals in organization and manage- 
ment of medical and health institutions can learn 
something from the organization in our far distant 
possessions. 


COUNCIL ON MEDICAL EDUCATION AND 
HOSPITALS OF THE AMERICAN MEDI- 
CAL ASSOCIATION REVISES AND EX- 
TENDS ITS PROGRAM. 

No more important or far-reaching movement in 
the progress of better health has been announced in 
recent years than that shown in the recent report 
of the Council on Medical Education and Hospitals 
of the American Medical Association. Heretofore 
the Council has concerned itself chiefly with the 
regulation of instruction of undergraduate medical 
students; the listing of schools in which satisfactory 
instruction is given and the accrediting or approv- 
ing of hospitals acceptable for fifth year (intern 
year) instruction of medical students. More re- 
cently, the Council has wisely extended its field to 
include the supervision and approval of schools and 
institutions preparing to teach graduate medicine in 
general, including those teaching the specialties, and 
hospitals and other health agencies that desire to sup- 
ply acceptable residencies and instruction in the vari- 
ous specialties to graduate students in medicine. All 
of these movements have been carefully matured, 
and if wisely promulgated, as they undoubtedly will 
be, will mean much to the cause of better health for 
the citizens of the United States. 


HOSPITALS APPROVED FOR INTERNS 


The essentials in a hospital that desires to be ap- 
proved for interns have been modified and extended. 
Hereafter only the general hospitals will be so ap- 
proved, and the conditions of approval have been 
strengthened and made more definite. It would take 
too much space to reproduce or analyze these new 
essentials here, but all physicians, hospitals, and 
other health agencies interested in the problem 
should write to the Council at 535 North Dear- 
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born street, Chicago, for a copy of the new recent 
publication. 


HOSPITALS APPROVED FOR RESIDENCIES 


The Council has made a clear distinction between 
the fifth year medical student or intern, as he is 
most commonly called, and the more advanced grad- 
uate student or hospital resident, as he is now 
officially termed. Special hospitals and others not 
eligible because of lack of variety of material for 
approved standing for interns are now approved by 
the Council for second and later year graduate stu- 
dents of medicine. This is an important move and 
one that is going to take considerable time to be 
widely and fully appreciated. Hospitals not eligible 
for approval for interns, but which are prepared and 
desire to give special graduate instruction to still 
more advanced students, should make their applica- 
tions for accredited standing for this purpose. Ap- 
plications may be sent directly to the Council in 
Chicago, or they may be sent, as before, to the Hos- 
pital Betterment Service of the League and Cali- 


fornia Medical Association at 593 Market street, 
San Francisco. 


GRADUATE MEDICAL SCHOOLS AND TEACHING 
INSTITUTIONS 

The Council has already prepared a list of ap- 
proved graduate schools of medicine, and of hospi- 
tals which have made satisfactory provision for 
hospital residents in certain specialties in which the 
hospital is giving high-grade work. Stanford Uni- 
versity School of Medicine and the University of 
California graduate division are the only two insti- 
tutions so far accredited this way for California. 
There are two different kinds of graduate instruc- 
tion above the intern year: One kind is given by a 
recognized teaching institution with adequate ap- 
proved hospital evaluations, and the other kind is 
given by a hospital accredited for graduate instruc- 
tion or residencies. Most of the students who will 
continue their studies beyond the required fifth or 
intern year are naturally those preparing themselves 
to practice a specialty. The approval of either a 
graduate school or a hospital for this purpose, there- 
fore, is determined largely upon its ability to give 
real instruction in a satisfactory manner in one or 
more of the recognized specialties of medicine. The 
whole movement is one in the right direction. It 
fixes once and for all the essential fact that the fifth 
year medical student is still an undergraduate stu- 
dent. It provides opportunities—approved oppor- 
tunities, whereby students of medicine who wish to 
continue their studies with a view, either to becom- 
ing specialists or to otherwise advancing their knowl- 
edge of medicine, may have the same safeguards that 
have proved themselves so effective for the younger 
undergraduate in medicine. 

None of these propositions, excellent as they are, 
takes care of the biggest and most vital problem con- 
fronting medicine, namely: the preparation of a 
better general practitioner. This, in the opinion of 
this editor, must be provided for, and I believe could 
be done in a most practical manner by accrediting 
or approving small hospitals of less than 100 beds 
for residents in the second and later years of grad- 
uate medical study. It is these smaller hospitals that 
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are on the firing line and whose staffs and attend- 
ing physicians in general are in immediate contact 
with the rural populations of our country. It is to 
them, and through them, and in no other way that 
the young physician may fit himself for the general 
practice of medicine. Such accredited standing for 
these hospitals may require either residence in the 


hospital or an apprenticeship in the office of one of 


the physicians practicing in that hospital and in the 
surrounding rural community. When the Council 
on Medical Education and Hospitals have added this 
additional step to what they have already so well 
done, the scheme of medical education will become 
more rounded, practical, and as complete as can be 
expected. That such a step will come is as inevi- 
table as is the progress of medicine. There are a 
considerable number of hospitals of from twenty 
to seventy-five beds in California, for example, in 
which just as good medicine is being practiced by 
men just as able as is being practiced anywhere else 
in any community, and, furthermore, the staffs and 
attending physicians of all of these hospitals are the 
burden-bearers on the outer edges of medicine among 
our more or less rural citizens where our great 
advance in the future must be expected. 


Congenital Hypertrophic Pyloric Stenosis—Four 
hundred and fifty-four cases of congenital hypertrophic 
pyloric stenosis in which the Fredet-Rammstedt operation 
was performed are reviewed by R. W. Bolling, New 
York (Journal A. M. A.). During the last ten years, 
there has been a gradual reduction in mortality, which 
is attributed not only to an increase in the proportion of 
favorable cases, but also to certain changes in the care of 
patients before and after operation. Of this entire series, 
sixty-seven died, a mortality of almost 15 per cent. The 
general mortality for the first 175 cases of this series was 
17.1 per cent., and there was very little difference in the 
results in private and in ward patients. The contrast, 
however, is striking in the 279 patients operated on since 
January, 1920. Forty private patients were operated on 
with one death, and 239 ward patients with thirty-six 
deaths. All deaths in the hospital following operation 
are classed as operative deaths. Thirty-three patients 
died in collapse in from two to seventy-two hours after 
operation. Twenty-two patients died in from five to 
twenty-six days. In two instances necropsy disclosed 
acute gastro-enteritis. In two patients, bronchopneumonia 
was found. In another dying on the twenty-first day, a 
small hematoma was found at the site of the pyloric 
wound. Severe infection of the wound from a pre-exist- 
ing omphalitis was the cause of death in two cases. Other 
necropsies were negative. Hemorrhage was responsible 
for the death of five patients: ‘Two of these died from 
bleeding from the abdominal wound and two from 
bleeding in the wound in the pylorus. One, apparently 
a true hemophiliac, died on the third day from continu- 
ous oozing from the pylorus and the abdominal wall. 
Six deaths occurred from peritonitis. —TTwo were in cases 
in which the duodenum had been accidentally opened. 
Two occurred early in the series, when the operation was 
modified by passing a bougie through the pylorus by 
means of a small opening in the stomach. One patient 
died twelve hours after an operation for an acute intus- 
susception, which developed on the second day after 
operation. Bolling concludes that the Fredet-Rammstedt 
operation is simple, curative and permanent in its result. 
Convalescence is rapid, and the infant returns almost at 
once to normal development. In view of the results ob- 
tained by surgery in this series during a period of more 
than ten years, there appears to Bolling to be little justi- 
fication for a delay which turns a good operative risk 
into a bad one, substitutes a long accidental convalescence 
for a brief, uneventful one, and fails to restore promptly 
a growing infant to a satisfactory state of nutrition at 
an important period in its development. 











The Month With The 


: Editor 





Notes, reflections, extracts from correspondence, com- 
ment upon medical and health news in both the scientific 
and public press, briefs of sorts from here, there and 
everywhere. 


I See By the Papers That— 


Another doctor has a $20,000 judgment against him 
for “malpractice.” The plaintiff had charged that his 
wife died as a result of an operation claimed to have 
been “unskillfully and erroneously performed.” 

Some doctors insure their homes against fire and their 
motor cars against everything, but are still too short- 
sighted to protect themselves against the increasing and 
unavoidable legal hazards of their profession. 


—A San Francisco doctor “announces” that after “a 
year’s experimentation at San Quentin penitentiary and 
a year’s study in Europe,” he has “learned an operation 
that corrects deviating eyes.”” The newspaper articles car- 
ries the pictures to prove it. 


—Doctor Sir Arbuthnot Lane again occupies the head- 
lines. This time he is helping the cancer quacks. 

During recent years he has managed so as to be 
quoted as a sort of endorser by more than one species of 
cultist, but this cancer stuff he is feeding to the press 
will do untold harm.—See Mr. Ford’s Dearborn Inde- 
pendent of June 20 for some of the details. 


—The doctors of San Mateo, Burlingame and Hills- 
borough refused to give free treatment to the children of 
the well-to-do residents of these exclusive residential 
districts. 

It appears that a school nurse had rounded up some 
150 of these “poor little rich children” and called upon 
the doctors to render them “free” service, which the 
doctors quite properly refused to do. 


—Some surgeons are adding to their notoriety by tatooing 
their initials on the patient’s body. Let us hope that 
the tattooing is not always placed too close to the scar. 


—A doctor’s name was “posted” in his club for non- 
payment of his account. The doctor fastened to this 
posting a neatly typed sheet, headed “What’s sauce for 
the doc is sauce for all the following” (here he listed 
the club members who owed him for services). 

Whether “doc” got his money or not is not stated. 


Doctor, Have You Noticed that practically all wel- 
fare movements requiring the services of physicians are 
promoted and administered by lay organizations that 
dictate medical policies? 

It is quite possible, believes the editor of Ind. Med. 
Jour. that some of the paid employes of these organiza- 
tions, who are basking in the limelight, would not be 
so enthusiastic if they lost some of their powers to dictate 
to doctors. 


Will They Take the Hint?—‘“The child is not the 
mere creature of the state,” declares the U. S. Supreme 
Court in declaring unconstitutional the Oregon School 
law. 

This ought to be a blow to those uplifters who are 
meddling into the private, personal and sacred affairs 
of that fundamental unit of civilization—the home. 

But will it? It will not. These meddlers will go on 
trying to formulate laws, rules and what not calculated 
to give them control over mating and the desirable and 
natural consequences of mating even to the extent of 
blazoning the most sacred of connubial matters upon 
official and other incorrectly called “confidential records.” 

One paragraph of the unanimous decision of the Su- 
preme Court which should be engrossed and kept con- 
stantly before educational authorities, public health doc- 
tors and “welfare” organizations, reads: 


“The fundamental theory of liberty upon which all 
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governments in this union repose, excludes any general 
power of the state to standardize its children by forcing 
them to accept instruction: from public teachers only. 
The child is not the mere creature of the state; those 
who nurture him and direct his destiny have the right, 
coupled with the high duty, to recognize and prepare 
him for additional obligations.” 


That Effective Apple—“Didn’t I see you going down 
the street the other day with an apple in your hand?” 

“Quite so, old chap. I was going to call on the doc- 
tor’s wife. 


DISEASE IS AN IMPEDIMENT TO THE BODY, but 
not to the will, unless the will itself chooses. Lameness is an 
impediment to the leg, but not to the will. And add 
this reflection on the occasion of everything that hap- 
pens; for you will find it an impediment to something 
else, but not to yourself.—Epictetus. 

—This fundamental fact, like many others, -is called 
obsolete by some of our modern faddist teachers and 
philosophers (?). 


COMMENTS BY AUTHORS AND READERS— 


—“If my paper should be published, I suggest discus- 
sion by Dr. , Dr. and Dr. I am not 
at all sure that these gentlemen will agree with my 
opinions; nevertheless their decisions will be honest 
and of value.” 











—“I am sorry indeed that my overworked condition has 
made me so tardy in returning my manuscript and that 
you have had to write me so many times. Assuring you 
of my appreciation of your forbearance and considering 
myself constructively admonished, I am,” 


—“When I returned the other day from a vacation to 
my office I found the May number of the CALIFORNIA AND 
WEsTERN MEDICINE awaiting me. I have always been 
interested in medical history and I want to tell you and 
your co-workers how much I enjoyed the historical num- 
ber. I would like to have one more copy for filing in my 
library.” 


“You surely publish one of the best journals in the 
U. S.—none better and sound editorials.”"—M. D., In- 
dianapolis. 


After Over 300 Years of Effort vital statistics of 
sorts are available for only about 80 per cent of our 
people. 

If we show such speed in making progress where there 
is no controversy, how long will it take us to secure some 
of the “uniform laws” some are advocating about contro- 
versial subjects? 

Suppose we should secure a uniform vaccination law, 
for example, would it be better enforced for that reason? 
Assuredly not. 

Most health laws, “uniform” or otherwise, are largely 
disregarded. From 40 to 60 per cent of tuberculosis 
reported, for example, is reported from morgues. This 
in spite of long standing drastic laws on the subject. 

The laws requiring the reporting of syphilis and 
gonorrhea are the jokes of the age. 


What School Children Are Taught—An official gov- 
ernment pamphlet based upon a study of what is being 
taught our school children about health, quotes, among 
others, the following extracts from the teachings in 
various states: 

“Blood is of no use except as it is kept in circula- 
tion.” 

“The purpose of adenoids is to protect the child 
against disease.” 

“When the nose and throat are healthy, they produce 
a germicidal secretion which rids the incoming air of 
nearly all its bacteria.” 

But, why quote more? 


Bunking the Public by dishonorable exploitation of 
false value is the keystone of a substantial share of cur- 
rent publicity. 
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Unfortunately this method is being employed by some 

who claim to be leading medical thought. 
—‘Hubby—‘What are you taking that patent medicine 
for—you’re well, aren’t you?’ 


“Wifie—‘Of course I am; but the advertisments 
of this dope are too attractive not to give it a trial.’ ”’ 


Indiana Has a New Law which permits insurance com- 
panies to write policies of $2500 or less without medical 
examination. 

Doctors would do well to digest this fact in connection 
with the editorial in the February, 1925, issue of this 
magazine. 

There is more to this movement than is visible to the 
nearsighted. 


—But to go back to apples a moment, “Abe Martin says 
it’s jest about got so a doctor a day is cheaper’n apples.” 


“Corns” was the Subject of a Hunterian lecture be- 
fore the Royal College of Surgeons some time ago. 


Dyspepsias, hemorrhoids, flatulence and a lot more 
so-called trivial illnesses should be similarly dignified and 
restored to the attention of physicians. 


—lIn the aggregate these “minor ailments” constitute over 
90 per cent of the limiting and partially disqualifying 
infirmities of man. 


They supply the “fodder” for the “faddists.” 


Recent References to Chiropractors as the “I knead 
you doctors” seems to us as particularly fitting. 


It May Be Significant that the A. M. A. House of 
Delegates passed unanimously a resolution calling upon 
the government to remove the restriction upon the 
amount of alcohol a doctor may prescribe for a patient 
within a given time limit. 

In the same connection it is of more than passing in- 
terest that the new forthcoming edition of the U. S. 
Pharmacopeia again admits both ‘whisky and brandy 
among the approved drugs. 


Many Thoughtful People are beginning to wonder 

if mass intellect has sunk to such a level that it will 
interest itself in nothing but exploited sensation and 
salaciousness and will accept no expression of opinion 
that does not flatter the prejudices and complacencies of 
the thoughtless and subliterate. 
—Perhaps it is only a “dark of the moon” phase of 
a social cycle we are going through. Let us hope 
so. In the health field in any event, the “health 
fairy” has grown up into the Chamber of Commerce 
bathing beauty. 


“The Jealous Doctor and the hungry lawyer are the 
two main causes of malpractice suits,” concludes the 
very active medico-legal committee of the Wayne County 
(Mich.) Medical Society after fourteen years of experi- 
ence. 

—The committee’s figures show the significant fact of an 


annual average of more than one threat to sue for each 
100 doctors. 


Nothing Will So Quickly Kill a really valuable 
procedure as to propagate a lot of wild and extravagant 
claims for it which are not and never could be justified 
by the facts. 


—Too many are forgetting that this truth applies to 


matters pertaining to health as certainly as it does to “get 
rich quick procedures.” 


Isn’t It Stimulating to Read that Ivan Petrovitch 
Pavlov, the Dean of Physiologists, is still at work in 
his researches, and, although over 75 years old, is pro- 
ducing some of his best work? 


Let us hope that world affairs will soon be so that 
the output of this remarkable Russian may be again 
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more widely available than it has been during recent 
years, 


The Total Number of Accidents reported to the 
California Industrial Accident Commission for 1924 was 
206,131. Of these accidents 645 caused death, 1319 caused 
permanent disability and 87,982 caused temporary disa- 
bility lasting longer than the day of the injury; 116,185 
were no-disability accidents but all required skilled medi- 
cal treatment. 


Golfer—Doctor, you remember you recommended golf 
to take my mind off my work? 

Doctor—Yes. 

Golfer—Well, can you prescribe something now to get 
it back again? 


PLAY HAS BEGUN TO DOMINATE PHYSICAL 
EDUCATION, believes John Sundwall. “One serious 
difficulty, however, with the play movement,” continues 
this authority, “is that it has become largely emotional, 
and when emotions dominate any movement there are 
dangers ahead.” 

—Several new healing cults have already grown out of 
the so-called “physical education” movement. ; 
—When the Romans tangled up one end of their play 
movement with medicine and the other end with 
work, the movement perished and took much of their 
civilization with it. 


A negro was trying to saddle a fractious mule. 

“Does that mule ever kick you, Sam?” asked a by- 
stander. 

“No, suh,” said Sam, “but he sometimes kicks whar I 
jes’ been.” 


The Doctor of the Future—Advance sheets from the 
report of the Rockefeller Foundation show concern for 
the future of physicians: 


The Foundation states that, “Probably three-quarters 
of all doctors today are general practitioners. There are 
people who assert that this type of physician is doomed; 
that he will disappear because he cannot compete with 
the specialist on the one hand and with preventive and 
social medicine on the other. 

“Such an outcome is to be viewed with concern. The 
well-trained, properly equipped, .experienced general 
practitioner of ability, character, and personality is a 
fundamentally valuable person. 

“The stimulating philosophy of individualism, with its 
insistence upon independence, initiative, and ambition,” 
continues the report, “seems to be embodied in the general 
practitioner, who will survive only if he can win con- 
fidence and make a living.” 


Troublesome Tonsils—It requires precisely the same 
education, training, experience and judgment to say in- 
telligently that the tonsils of any child should come out, 
that is required to perform the operation. 

The day is about over—except in backwood commu- 
nities—when teachers and other technicians are going 
to disturb families and communities by advising tonsil- 
lectomies for school children. 

Inadequately educated technicians would do less injury 
to health by doing the operation after the diagnosis had 
been made by a physician, than they do by making dis- 
turbing diagnoses and finding someone who will operate 
on their say so. 


Reflections of a Medical Teacher—One of the great- 
est and most enduring professional pleasures of a medi- 
cal teacher, believes J. G. Beardsley (Jour. Med. Soc. 
of N. J.), is the satisfaction of observing the deserved 
success that comes to former students. One of the dis- 
appointments in a teacher’s life is the realization that 
a proportion of the medical men whom one has watched, 
guided and admired as students have gradually degen- 
erated into performing their professional work in a 
manner and by methods that are not a credit to their 
profession, their former teacher or to themselves. 








Medical Economics and 


Public Health 





Another “National” Organization is out to Prolong 
Life—For a Fee—This time it is San Francisco that is 
the home of a “league” of specialists who are out to 
prolong the lives of all members by “periodical health 
examinations.” The “profit and loss” account of this, as 
well as the other more or less similar corporations, will 
reflect the business acumen of its promoters. One of our 
good doctors says that when he reflects upon the activities 
of any of these “life prolonging” movements organized 
for business he always thinks of the old limerick: 


“There was an old man who said, ‘Hush!’ 
‘I perceive a young bird in that bush.’ 
When they said, ‘Is it small?’ 

He replied, ‘Not at all!’ 

“It is five times the size of the bush!’” 





“The N. Y. Life Extension Institute,” notes the Jour- 
nal of the Indiana State Medical Association, editorially, 
“with its profitable scheme of conducting health examina- 
tions with the assistance of medical men who are merely 
the go-betweens, and which came in for criticism at the 
hands of the Judicial Council of the A. M. A. at the 
Chicago session, is whining. In a letter sent broadcast 
the Institute says that the Judicial Council of the A. M. A. 
is not exhibiting a spirit of justice and fairness toward 
the Institute, and in a rather long argument, the basis 
of which is the fact that ‘the Institute was established 
and has had the cordial support and endorsement of 
many of the leaders of preventive medicine and public 
health work,’ it winds up with the boast that despite the 
unfavorable opinion expressed by the Council, the In- 
stitute has received no resignations of any of its examin- 
ers, but, on the contrary, the Institute is increasing the 
number of its examiners by about two hundred per month, 
the bulk of whom are Fellows of the American Medical 
Association. 

“We are not surprised,” continues the editor, “to know 
that there are a certain number of medical men whose 
services can be purchased by the Institute and who are 
unwilling to relinquish the fees paid, even though they 
recognize the principle of the transaction as being inimical 
to the best interests of the medical profession as well as 
the public. We, therefore, desire to support the Judicial 
Council in its contention, and we approve the statement 
made in the Council’s report to the House of Delegates.” 


Numerous Inquiries about the alleged virtues of com- 
pressed air, hot air, and air from the corn growing 
Middle West—air in tanks, by radio and in “blimp’”— 
’tis sure cure for diabetes and what not, induces us to 
reply by quoting from the New York World the following 
story: 

“The son of a poor New York woman went to Cali- 
fornia to seek his fortune. He worked hard and bought 
an orange grove, but bad luck overtook him and he lost 
everything. To cap the climax he got word that his 
mother was dying. Anxious to reach her bedside, he 
rode his bicycle all the way back to New York—for he 
was too poor to buy a railroad ticket. He reached his 
mother’s home in time to find her breathing her last, and 
as he had no place to put his bicycle he brought it into 
the room where she was lying. Suddenly, and without 
warning, one of the tires blew out and the marvelous 
California air, which he had pumped into it, was dif- 
fused in the atmosphere, with the result that his mother 
recovered on the spot.” ~ 


“Why the government should enter into competi- 
tion through subsidized physicians and hospitals with 
physicians and hospitals that are not subsidized, and that 
depend for their very existence on the patronage they re- 
ceived from the sick and injured, is not apparent,” says 
an observation by the Trustees of the American Medical 
Association. 

“It has not yet authorized hungry, cold and inade- 
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quately clothed veterans to draw their supplies from 
the Army and Navy commissary departments,” continues 
the observation, “nor has it authorized veterans who are 
inadequately housed to take up their dwellings on naval 
and military reservations. Protection from hunger, cold 
and exposure are as necessary to health and happiness as 
is medical and hospital care in time of illness and injury; 
yet the government has not entered into subsidized com- 
petition with the grocer, the coal man, the dealer in men’s 
furnishings and the landlord.” 

“The situation,” concludes our trustees, “may almost 
be stigmatized as communistic medicine in its most mili- 
tant form, endeavoring to edge its way into American 
life under the cloak of patriotism.” 


“The public is strongly inclined to buy the adver- 
tised article, be it a phonograph or a chiropractic treat- 
ment. We do not advocate lowering, in any respect, the 
honorable code of ethics which has been our pride. The 
individual practitioner must not be advertised. The in- 
stitution of medical practice must be advertised and in 
an adequate, dignified way which it deserves.”—(Bulletin 
Wayne County Med. Society.) 





What the Rural Nurse Owes the Rural Doctor is 
the title selected by “A Red Cross Public Health Nurse” 
for a most illuminating article in the June issue of The 
Pacific Coast Journal of Nursing. 

After reading it, as every doctor and nurse should, 
the reason for a pen name is obvious. 

Doctors and public health nurses are constantly drifting 
further apart, not because of themselves, but because of 
the meddlesome activities of groups of new and mostly 
incompetent “healthers.” 





“A LARGE PROPORTION of our population has 
sought the care of clinics and welfare associations and 
more and more is the practice of medicine invaded by 
governmental, social and welfare organizations, to the 
ultimate harm, as we believe, not only to the profession, 
but also the people. Commercialism on the part of the 
individual doctor will promote that movement which we 
recognize as a menace.”—(Earp. A. M. A. Bulletin.) 





“THE COMMERCIALIZING of medicine by lay- 
men, however much it may offer from an economic point 
of view,” believes the Cleveland Bulletin, “places the 
controlling factors in the hands of those who, though 
honest, are not by experience qualified to conduct such a 
business. They may employ regularly licensed physicians 
on a salary, but the control still rests in the hands of 
those who have no personal contact with, or experience 
in, the intricate problems of diagnosis and treatment.” 





“Why do doctors give away $100,000,000 worth of 
free service a year in hospitals, clinics, home and office 
treatment, while other men give away nothing?” asks the 
Nebraska Med. Jour. 





If the service of a plumber tinkering around a broken 
water pipe in a home is worth $4 an hour, how much, 
one of our advertisers wants to know, is the service of 
a physician, ministering to a broken body, worth? 





“Although all public health nurses agree that doctors 
should be the leaders in preventive medicine, I have 
recently asked myself,” says “A Red Cross Public Health 
Nurse” (Pac. Coast Jour. of Nursing), “if, in practice, we 
rural nurses give the doctors the opportunity to lead 
which we grant them in theory. Do we not, instead, 
decide what should be done and then expect the doctors 
meekly to fall in line? As I review my own failures, I 
find the cause in many cases was this very attitude on 
my part.” 

“Let him who doubts the fact that doctors are the 
leaders in preventive medicine come to the rural dis- 
tricts. He will soon learn that the extent of the local 
doctor’s approval is the limit to which the nurse may 
carry her ideals.” 





August, 1925 


California Medical 
Association 


EDWARD N. EWER, M. D., Oakland 

W. T. McARTHUR, M. D 

EMMA W. POPE, M. D., San Francisco 
Secretary and Associate Editor for California 


President 
President-Elect 


ABSTRACTS FROM THE MINUTES OF THE 
COUNCIL, FIFTY-FOURTH ANNUAL SES- 
SION, CALIFORNIA MEDICAL ASSN. 


One Hundred and Fifty-second Meeting—Held in 
Manzanita Cottage, Yosemite Lodge, Yosemite National 
Park, California, Sunday, May 17, 1925, at 8 p. m. 

Present—Doctors Parkinson, MacGowan, Ewer, Al- 
derson, Kinney, Kiger, Edwards, De Lappe, Smith, Mc- 
Leod, Hamlin, Kress, McArthur, Gibbons, Curtiss, Pope 
and General Counsel Peart. 

Absent—Doctors Beattie, Coffey, and Bine. 

Minutes of the Council—On motion of McArthur, 
seconded by De Lappe, it was resolved that the minutes 
of the 150th and 151st meetings of the Council as mailed 
to each member thereof be approved. 

_ Minutes of the Eighty-first Meeting of the Execu- 
tive Committee—The secretary read the minutes of the 
eighty-first meeting of the Executive Committee, which 
were approved as read. 

_ Minutes of the Eighty-second Meeting of the Execu- 
tive Committee—The secretary read the minutes of the 
eighty-second meeting of the Executive Committee, which 
were approved as read. 

Permanent Convention Headquarters—Harlan Shoe- 
maker of Los Angeles, chairman of the Committee on 
Permanent Convention Headquarters, being present by 
request, reported that his committee had made three trips 
to that part of the coast exactly one-half way between 
Los Angeles and San Francisco; that nothing further 
had been done inasmuch as very little interest had been 
shown by the San Francisco members, but that his com- 
mittee still thought the project was worthy of some 
further consideration and ought to be kept in mind. 

Action by the Council—On motion of Alderson, sec- 
onded by Hamlin, it was 

Resolved, That the report of the Committee on Perma- 
nent Convention Headquarters be received; and that 
the Committee be continued, and further that the thanks 
of the Council be extended to the Committee for the very 
large amount of work it has done. 

Keene Memorial Committee—The secretary pre- 
sented a letter from Mr. Louis A. Reeg of Placerville, 
stating that the work of the Committee on the Keene 
Memorial was completed. 

Action by the Council—On motion of Kiger, seconded 
by Gibbons, it was 

Resolved, That the final report of the Committee on the 
Keene Memorial be received; and that the committee 
be dischargd with the thanks of the Council. 

History of the California Medical Association—The 
secretary reported that Doctor Phillip King Brown, secre- 
tary of the Medical Historial Committee of the San Fran- 
cisco County Medical Society, had informed her that his 
committee had accomplished nothing. She then read a 
letter from Doctor Hans Barkan, secretary of the West 
Coast Medical Historical Society, stating that nothing 
had been accomplished by his Society. 

After discussion, it was the sense of the Council that 
the matter be postponed until the meeting on Monday 
afternoon, May 18. - 

Bunnell Memorial Committee—Emmet Rixford of 
San Francisco, chairman of the Committee on the Bun- 
nell Memorial, being present by request, submitted the 
following report: 

“Your Committee, appointed at the 1923 meeting of the 
California Medical Association on the Memorial to Doc- 
tor Lafayette Houghton Bunnell, is pleased to report 
that it has caused to be made a plaque, cast in bronze, 
twenty-four inches in diameter, commemorating the nam- 
ing of Yosemite Valley by Doctor Lafayette Houghton 
Bunnell, a member of the Mariposa Battalion which en- 
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tered the Valley in March, 1851, in pursuit of the Yose- 
mite Indians, the members of the Battalion being the 
first white men known to have entered Yosemite. The - 
plaque, designed by Mr. Paul J. Fair, U. 8. Forest Serv- 
ice, represents a grizzly bear, by which is idealized thé 
inhabitants of the Valley as well as the Valley itself, 
viewing with curiosity, if not surprise, the advent of the 
caduceus, symbolizing the medical profession; this, with 
appropriate lettering, setting forth the fact of the dis- 
covery of the Valley and the suggestion for its name made 
on that occasion by Doctor Bunnell. 


“This plaque, through the co-operation of the Depart- 
ment of the Interior, is to be erected on a boulder at the 
site of the first and principal camp of the Mariposa 
Battalion in the Valley, near Bridal Veil meadow. The 
plaque is to be unveiled with appropriate ceremonies 
and dedicated to Doctor Bunnell on Tuesday, May 19. 
It has been arranged that the unveiling shall be done by 
the president, Doctor Granville MacGowan, and ad- 
dresses will be made by Mr. W. B. Lewis, Superintendent 
of Yosemite National Park, on behalf of the Department 
of the Interior, National Park Service, U. S. Government; 
Mr. Francis P. Farquhar, on behalf of the Sierra Club, 
and Doctor Emmet Rixford, chairman of the Committee. 


“The expense incurred for this purpose was: 


“To the sculptor, Mr. Paul J. Fair, $100; to the artist 
who made the cast, Mr. Fred T. Storey, $100; photo- 
graphs to be submitted to Mr. Stephen T. Mather, Direc- 
tor of National Park Service, $5; Total, $205, less $50 
contributed by Doctor Howard A. Kelly of Baltimore, 
Maryland, to the Bunnell Memorial. Total paid by the 
Society, $155. To this will be added some small sum for 
expense incurred in erecting the plaque on the boulder 
and traveling expenses of Mr. Farquhar. 

“The Committee would suggest that the House of Dele- 
gates pass a resolution of thanks to Doctor Howard A. 
Kelly, first, for the suggestion that such a monument be 
erected to Doctor Bunnell, and secondly, for his generous 
contribution of $50. 

“With this final report the Committee begs to be dis- 
charged. 

“(Signed) Emmet Rixford, M. D., Chairman. 
“Saxton T. Pope, M. D. 
“Egerton Crispin, M. D.” 

Action by the Council—On motion of McArthur, sec- 
onded by De Lappe, it was 

Resolved, That the final report of the Committee on 
Bunnell Memorial be received; that the recommendations 
of the committee be concurred in; and further that the 
Committee be discharged with the thanks of the Council. 


Committee on Prenatal .Care—Henry A. Stephenson 
of San Francisco, sub-chairman of the Committee on 
Prenatal Care, being present by request, informed the 
Council that the general chairman, Doctor Reginald 
Knight Smith of San Francisco, had called a meeting of 
some twelve obstetricians of the bay cities and had later 
appointed two sub-committees; the first under Henry A. 
Stephenson to handle the material on Prenatal Care, and 
the second under William Palmer Lucas to handle the 
material on the Care of the Baby. He further stated that 
the replies to the proposed pamphlet had arrived too 
late for his committee to give the matter the considera- 
tion it deserved, and believed that the Council should 
give Doctor Smith an opportunity to go over the material 
again and finally dispose of the reports. The question 
was then fully discussed. 

Action by the Council—On motion of Alderson, sec- 
onded by De Lappe, it was 

Resolved, That the Council, having heard the report 
of Doctor Henry A. Stephenson, sub-chairman of the 
Committee on Prenatal Care, concurs in the recommenda- 
tion that the material be returned to the Committee; and 
that the Committee be requested to reconsider it and 
present a final report at a subsequent meeting. 


Clinical Prizes—The Chair advised the Council that 
the Committee on Clinical Prizes had not yet been ap- 
pointed, and that the Chair felt the amounts of the prizes 
were too small. The Council was informed that the 
editor also wished to establish a prize, and the Chair 
stated that this prize might well be competed for by 
the members of those state medical associations for which 
CALIFORNIA AND WESTERN MEDICINE is the official organ. 
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The whole matter was then considered and fully dis- 
cussed. 
‘Action by the Council—On motion of Kress, seconded 
by De Lappe, it was 

Resolved, That the action of the Council at its 148th 
meeting, held at Long Beach, November 8, 1924, whereby 
three clinical prizes were established in the sums of $100, 
$75, and $50, be rescinded; and that two prizes of $150 
each be offered—one for a paper on original research and 
one for a paper on a clinical subject; and that these 
prizes be open to the membership of the California Medi- 
cal Association only, and be competed for at the 1926 
Annual Convention; and further that the scope of the 
material be determined by the committee. 


Councilor Visits—The Councilors made the following 
reports on their visits to the various county societies in 
their respective districts: 

Kiger—Second District. I visited every county society 
in my district but Orange County. These societies ap- 
pear to be doing well. Ventura, which I helped revive 
last year, is going very well; Santa Barbara is very good 
and Los Angeles is still fighting the $100 tax. 

Smith—Seventh District. I visited only Alameda, hav- 
ing been away for six months and so have no report to 
make on the other counties. Will visit the other counties 
next summer. 

Kinney—First District. Have had Imperial over to 
meet with San Diego, and their organization is going 
very well. 

Edwards—Third District. Monterey and San Luis 
Obispo counties are doing very well. The meetings are 
well attended and the visit of the councilor is doing 
considerable good, and many questions are asked par- 
ticularly regarding Industrial Medicine and the new 
Medical Society. San Luis Obispo seemed to be more 
alive than my own county society (Monterey), which is 
not as active as I would like. Probably one reason for 
this is that the county is so widely separated. Taking it 
on the whole, I believe that the visit of the councilor was 
a good thing and had a beneficial effect. 

McLeod—Ninth District. As far as my own county 
society is concerned, Sonoma is in good shape. I had a 
joint meeting last week of Sonoma, Mendocino and Lake 
counties, and learned that Mendocino is not functioning 
very well, particularly in winter, because of the great 
distances and bad roads. I tried to get in touch with 
Marin and have a joint meeting, and expect one very 
soon. I find that it is better to have joint meetings. 
Have never had the pleasure of a meeting with Solano. 
Humboldt is such an out-of-the-way, hard place to reach 
that I cannot give much report on it. 

Curtiss—Councilor-at-Large. Being a  councilor-at- 
large I have no district, but, realizing that Riverside is 
such a long ways from San Diego, I have tried to keep in 
touch with that county. It is doing very well. 

De Lappe—Fourth District. I visited every functioning 
society in my district—Fresno, Kings, Madera, Merced 
and Mariposa. The meetings were all well attended. 
The conditions are not good, however, as out of 335 
physicians in that district, only 175 are members of the 
California Medical Association and only twelve are mem- 
bers of the Medical Society of the State of California. It 
seems to me that such a condition requires some active 
solicitation. I was unable to learn the reason for such a 
small membership in the California Medical Association. 
As far as the new Medical Society is concerned, they 
say, “What is the use of buying something for $10, for 
which you have already paid $25 or more?” 

Parkinson—Eighth District. In reporting, I desire to 
say that I have been derelict. I arranged for a meeting 
in Woodland; one in Sacramento and one in Chico, and 
one farther in the north. I did not accomplish very much 
owing to the illness and death of Doctor James, which 
was followed by the serious illness of my boy, and then 
a death in my family. Will do better next year. Will 
arrange to get the northern counties in Redding, and the 
Marysville men at Chico. The District is doing well— 
the medical population is increasing very materially. 
Will try and present a better report next year. 

Scientific Programs of Hospital Staffs—The vice- 
president, Harry E. Alderson of San Francisco, raised 
the question of the scientific meetings now being held by 
the attending hospital staffs, which were greatly inter- 
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fering with the meetings of the county medical societies. 

After a general informal discussion, it was the sense 
of the Council that the chair appoint a committee of one 
to outline a course of action to overcome this situation 
and present such plan at the next meeting on Monday 
afternoon, May 18. 

The chair appointed George H. Kress- of Los Angeles 
as this committee of one. 


Amendments to Constitution and By-Laws — The 
secretary presented the proposed amendments to the Con- 
stitution and By-Laws, and informed the Council that the 
constitutional amendments would have to be presented 
to the House of Delegates at the 1925 Session, thereafter 
published in the Journal twice during the coming year 
and then acted upon by the House of Delegates at the 
1926 Session; but that the amendments to the By-Laws 
could be presented at the First Session of the House of 
Delegates tomorrow evening and acted upon at the 
Second Session on Wednesday evening. 

It was the sense of the Council that each member 
thereof be furnished with a copy of the proposed amend- 
ments for further consideration; and that action on the 
matter be referred over to the next meeting on Monday 
afternoon, May 18. 


Report of the Council—The chairman submitted his 
annual report for consideration and approval before pres- 
entation to the House of Delegates. He stated that his re- 
port would not be presented before the General Session 
on Monday morning as in the past, but only before the 
House of Delegates. 

It was the sense of the Council that the consideration 
of the annual report of the Council to the House of Dele- 
gates be postponed until the next meeting, Monday after- 
noon, May 18. 

Adjournment—There being no further business, the 
Council adjourned to meet in the same place at 2 p. m., 
Monday, May 18, 1925. 

One Hundred and Fifty-third Meeting—Held in 
Manzanita Cottage, Yosemite Lodge, Yosemite N ational 
Park, California, Monday, May 18, 1925, at 2 p. m. 

Present—Doctors Parkinson, MacGowan, Ewer, Kin- 
ney, Kiger, Edwards, De Lappe, Coffey, Smith, McLoed, 
Hamlin, Kress, McArthur, Gibbons, Curtiss, Pope and 
General Counsel Peart. Alderson was present, and 
immediately excused as he was scheduled to present a 
paper before the Dermatology Section. 

Absent—Doctors Beattie, Bine. 

Walter V. Brem’s Paper—The secretary submitted 
a letter from Doctor Walter V. Brem of Los Angeles, in 
which he stated that he would be unable to attend the 
Convention on account of Mrs. Brem’s illness, and, there- 
fore, would be unable to present his paper on “The His- 
tory and Problems of Disease” before the General Ses- 
sion on Thursday morning, May 21. 

Action by the Council—On motion of Gibbons, seconded 
by Kiger, it was 

Resolved, That a reader be selected to present Doctor 
Brem’s paper on Thursday morning, and that the Chair 
appoint a committee of one to make such selection. 

The Chair appointed William H. Kiger of Los An- 
geles as this Committee of One. 

Bank Signatures—The secretary reported that the 
Union Trust Company had requested that a third person 
be authorized to sign checks for the Association, and that 
the Executive Committee at its last meeting considered 
the matter and recommended that, “in the absence or 
illness of either the Chairman of the Council or the 
Secretary, the President or the President-Elect be author- 
ized to sign checks.” 

Action by the Council—On motion of De Lappe, sec- 
onded by Gibbons, it was 

Resolved, The action of the Executive Committee of 
the California Medical Association at its eighty-second 
meeting, held in the offices of the Association, 1016 
Balboa Building, San Francisco, April 30, 1925, in author- 
izing the President or the President-Elect to sign checks 
in the absence or illness of either the Chairman of the 
Council or the Secretary be hereby ratified, confirmed and 
approved. 

National Board of Medical Examiners—The secre- 
tary reported that thirty-one states already recognized 
the National Board of Medical Examiners; and that the 
California State Board favored such recognition, pro- 
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vided it could be legally recognized; and that the Cali- 
fornia Board had tried to have the law amended but the 
measure was thrown out in the Committee of the As- 
sembly. The secretary then read a letter from the Cali- 
fornia Board of Medical Examiners to Doctor Martha M. 
Bacon of Los Angeles, which stated in part: 

“There is merit in your suggestion that some plan of 
universal registration should be devised, and it is our un- 
derstanding that considerable effort and study has been 
directed along this line for several years. The only 
outcome so far has been the organization of the National 
Board of Medical Examiners, whose requirements are 
much higher than those exacted by practically every 
State of the Union. An Act of Congress is the only 
method whereby it is possible to arrange universal regis- 
tration.” . 

After consideration, it was the sense of the Council 
that, as nothing could be done at this time, the matter 
be referred to the Executive Committee for further in- 
vestigation and report. 


Industrial Medical Practice—Sol Hyman of San Fran- 
cisco, chairman of the Committee on Industrial Medical 
Practice, being present by request, read the report of his 
committee, which was then thoroughly discussed by all 
present. 

Action by the Council—On motion of Kress, seconded 
by Hamlin, it was 

Resolved, That Doctor Sol Hyman be requested to in- 
corporate in his report, after consultation with his com- 
mittee, specific recommendations as to just what they 
wished done; and that the amended report be submitted 
to the Chairman of the Council and the General Counsel 
before presentation at the First Session of the House of 
Delegates this evening. 


History of California Medical Association — The 
question of the appointment of a Committee on the 
Preservation of the History of the California Medical 
Association was raised, and the chair announced that a 
committee of three, with power to collaborate with other 


members of the Association, would be appointed later. 
Amendments to Constitution and By-Laws— The 

general counsel submitted the following amendments to 

the Constitution and By-Laws, which were thoroughly 


discussed: (These were published in full on page 896 
of the July, 1925, issue of CALIFORNIA AND WESTERN 
MEDICINE, which see.) 


Action by the Council—On motion of Coffey, seconded 
by Kress, it was 

Resolved, That the amendments to the Constitution and 
By-Laws as prepared by the General Counsel be ap- 
proved; and that such amendments be referred to the 
House of Delegates with the recommendation of the 
Council that they be adopted. 


Report of the Council—The chairman submitted the 
proposed “Report of the Council,” which was then con- 
sidered. It was the sense of the Council that the chair- 
man be instructed to include a paragraph on “Income 
Tax Deductions’ and “Permanent Convention Head- 
quarters” in this report. 


Financial Statements—Morton R. Gibbons of San 
Francisco, Acting Chairman of the Auditing Committee, 
submitted a brief report on the present status of the finan- 
cial conditions of the California Medical Association and 
CALIFORNIA AND WESTERN MepiciNneE for the information 
of the Council. 

Place of 1926 Meeting—Dudley Smith of Oakland ex- 
tended to the Council a cordial invitation from the 
Alameda County Medical Association and the City of 
Oakland to hold the 1926 Annual Convention in Oakland, 
the home of the President-Elect, Edward N. Ewer. 

The secretary then read letters from the Alameda 
County Medical Association, the San Diego County Medi- 
cal Society and the San Francisco Convention and Tour- 
ists’ League, inviting the California Medical Association 
to hold its 1926 meeting in Oakland, San Diego and San 
Francisco, respectively. 

Action by the Council—On motion of Smith, seconded 
by Gibbons, it was 

Resolved, That the invitation of the Alameda County 
Medical Association be accepted and that the 1926 An- 
nual Convention of the California Medical Association be 
held in Oakland. 
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Doctor Kinney then advised the Council that San Diego 
would request a meeting at Coronado at a later date. 


Scientific Programs of Hospital Staffs—The Com- 
mittee of One, George H. Kress of Los Angeles, acting 
under instructions received at the last Council meeting, 
reported that it seemed desirable to keep the programs 
of general hospital staffs from overlapping with the pro- 
grams of county medical meetings, and that, after con- 
sultation with other members, his committee desired to 
present the following resolution: 

“Whereas, The scientific programs of the attending 
staffs should concern themselves especially with the dis- 
eases and injuries of patients in such hospitals; and the 
attending staff scientific programs should not take the 
semi-abstract or literary trend that has long been and 
must necessarily continue to be a natural part of the sci- 
entific programs of county medical units; and 

“Whereas, Our county medical societies are the con- 
stituent units of organized medicine in our state, and 
the development of organized medicine is absolutely es- 
sential to the protection and further growth of both the 
scientific and material interests of medicine in California; 
therefore be it 

“Resolved, By the Board of Councilors of the Califor- 
nia Medical Association, that the attention of the members 
of the constituent county units, who, at the same time, are 
members of attending hospital staffs in their respective 
communities, be called to the importance of not over- 
lapping or interfering with proper scientific activities of 
both these highly important expressions of medical ac- 
tivity and development; and that your Board of Coun- 
cilors presents these suggestions for the consideration of 
program committees of attending hospital staffs, so that 
these basic facts, which are of so great importance to 
county societies and attending staffs, may be constantly 
kept in mind.” 

Action by the Council—On motion of Smith, seconded 
by Kiger, it was 

Resolved, That the resolution submitted by Doctor 
Kress’ Committee be adopted; and that it be sent to all 
county medical units and to all hospital staffs. 


Application for Associate Membership—The secre- 
tary presented an application for associate membership 
in the C. M. A. from Doctor Charles N. Leach, who is 
connected with the Rockefeller Foundation at Mont- 
gomery, Alabama. 

It was the sense of the Council that, in accordance with 
the proposed changes in the Constitution and By-Laws, 
Doctor Leach be advised that he must make application 
for associate membership through some component county 
society. 

Delinquency in State Association—The secretary ad- 
vised the Council that the State Association considered its 
members delinquent on March 1, deprived them of their 
Journal on April 1, and that the A. M. A. considered 
them delinquent on April 1, whereas many of the county 
societies did not consider their members delinquent until 
much later in the year; in fact, Los Angeles not until 
November 1. She then stated that this variance in de- 
linquency dates between the county societies and state 
association was causing much misunderstanding and re- 
sentment on the part of the general membership, and 
that she felt something should be done to correct it. The 
matter was then thoroughly discussed. 

Action by the Council—On motion of Smith, seconded 
by Coffey, it was 

Resolved, That the action of the Council at its 143rd 
meeting held in Los Angeles, May 11, 1924, and as con- 
tained in Minute 29 thereof be rescinded; and that all 
county units be instructed that all members of the Cali- 
fornia Medical Association and, therefore, all members 
of the component county societies who have not paid 
their dues on March 1 of each year shall be dropped 
from membership in accordance with the Constitution and 
By-Laws of the California Medical Association; and 
further that all component county societies be instructed 
to amend their constitutions to correspond with the Con- 
stitution and By-Laws of the California Medical Asso- 
ciation. 

Amendment to Constitution of California Associa- 
tion of Medical Social Workers—Request from the Cali- 
fornia Association of Medical Social Workers for rati- 
fication of an amendment to their constitution was pre- 
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sented, and referred to the general counsel for con- 
sideration and recommendation. 


Adjournment—There being no further business, the 
Council adjoutned to meet in the same place at 2 p. m., 
Tuesday, May 19, 1925. , 

One Hundred and Fifty-fourth Meeting—Held in 
Manzanita Cottage, Yosemite Lodge, Yosemite National 
Park, California, Tuesday, May 19, 1925, at 2:40 p. m. 


Present—Doctors Parkinson, MacGowan, Alderson, 
Kinney, Kiger, Edwards, De Lappe, Coffey, Smith, Mc- 
Leod, Hamlin, Kress, McArthur, Gibbons, Curtiss, Pope 
and General Counsel Peart. 

Absent—Doctors Beattie, Bine and Ewer. 

Walter V. Brem’s Paper—Doctor Kiger, committee 
of one appointed at the last Council meeting, informed 
the Council that Doctor Roy W. Hammack of Los 
Angeles, who is connected with Doctor Brem’s Clinic, 
would read Doctor Brem’s paper on “The History and 
Problems of Disease” before the General Session on 
Thursday morning. 

Amendments to Constitution of California Associa- 
tion of Medical Social Workers—The general counsel 
reported that the matter of proposed amendments to the 
Constitution of the California Association of Medical 
Social Workers would have to go before the Advisory 
Council of that Association; and that the members of the 
Council of the C. M. A. were members thereof. 

Action by the Council—On motion of McArthur, sec- 
onded by Kress, it was 

Resolved, That the matter of the proposed amend- 
ments to the constitution of the California Association of 
Medical Social Workers be referred to the Executive 
Committee with power to recommend action by the mem- 
bers of this Council when the Advisory Council of the 
California Association of Medical Workers meets to con- 
sider the question. 

Status of A. J. Pacini of Chicago—The secretary 
reported that, after the program had gone to press, 
Doctor H. J. Ingersoll of Los Angeles had requested that 
Doctor A. J. Pacini of Chicago be given a place on the 
program; that, upon investigation, she was informed that 
Doctor Pacini was a very well posted man and able to 
give something of value to the Association; and that, 
accordingly, the doctor was placed upon the program of 
the California Association of Physiotherapists. 

The secretary then stated that two members of a com- 
pany advertising in the Journal had just informed her 
that Doctor Pacini was in the employ of the Victor X-Ray 
people (also Journal advertisers) and that they objected 
very strongly to Doctor Pacini’s appearance on the sci- 
entific program; and further that they had been ad- 
vised by the secretary to submit a written protest to 
the Council on the matter. This written protest was then 
read, and the question fully considered by the Council. 

Action by the Council—On motion of Kress, seconded 
by Coffey, it was 

Resolved, That the question of Doctor A. J. Pacini’s 
appearance on the program of the California Association 
of Physiotherapists be referred to a Committee of Two, 
consisting of the Chairman of the Council and the general 
counsel, for consultation with Doctor Pacini; and further 
that a written statement be secured from the doctor 
safeguarding the rules and regulations of the California 
Medical Association in the matter of presentation of 
papers at an annual convention. 

Commercial Representatives on State Programs— 
The question of representatives of commercial organiza- 
tions being allowed space on the Section Programs was 
considered in view of the criticism of Doctor Pacini’s 
appearance on the program of the California Association 
of Physiotherapists. It was the sense of the Council that 
a Committee of One be appointed by the chair to draft 
a resolution for presentafion at the next Council meet- 
ing on Wednesday, May 20. 

The chair appointed Doctor T. C. Edwards of Salinas 
as this Committee of One. 

Hotel Headquarters for 1926 Meeting—The secre- 
tary presented a wire from the Hotel Oakland requesting 
that that hotel be made Hotel Headquarters for the 1926 
Convention. It was the sense of the Council that the 
wire be placed on file for consideration at the proper 
time. 

Inspection of Yosemite Hospital—The secretary ex- 
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tended an invitation to the Council from Doctor Claude 
H. Church to visit the Yosemite Hospital. There being 
no objection, it was the sense of the Council that the 
members theerof inspect the Yosemite Hospital at the 
end of this Session. 


Permanent Convention Headquarters—The question 
of Permanent Convention Headquarters was again con- 
sidered, and it was the sense of the Council that it hold 
its next meeting in Los Angeles in the fall, a special meet- 
ing be held with the Los Angeles County Medical Associa- 
tion to consider Permanent Convention Headquarters and 
Optional Medical Defense; and that when the Council 
next meets in San Francisco the same questions be pre- 
sented before the San Francisco County Medical Society ; 
and further that, if possible, the Council hold a meeting in 
the central part of the state during the year. 


Reports on Association Activities—Dudley Smith of 
Oakland raised the question of the state office furnishing 
each Councilor with a copy of what the state office wishes 
brought before the various county societies throughout 
the year. After a general discussion, it was the sense 
of the Council that the secretary be instructed to furnish 
each Councilor, from time to time, with an outline of 
such matters as, in her judgment, should be presented to 
the county medical societies. 

Adjournment—There being no further business, the 
Council adjourned to meet in the same place at 2 p. m., 
on Wednesday, May 20, 1925. 

One Hundred and Fifty-fifth Meeting—Held in 
Manzanita Cottage, Yosemite Lodge, Yosemite National 
Park, California, Wednesday, May 20, 1925, at 2 p. m. 

Present—Doctors Parkinson, MacGowan, Ewer, Kin- 
ney, Kiger, Edwards, De Lappe, Coffey, Smith, McLeod, 
Hamlin, Kress, McArthur, Gibbons, Curtiss, Pope and 
General Counsel Peart. 

Absent—Doctors Beattie, Bine and Alderson. 

Permanent Convention Headquarters—Harlan Shoe- 
maker of Los Angeles, chairman of the Committee on 
Permanent Convention Headquarters, being present by 
request, reported further on the work of his committee 
and the desirability of having permanent convention 
headquarters for the State Association. The question 
then fully discussed by all present. 

Action by the Council—On motion of Kress, seconded 
by De Lappe, and unanimously carried, it was 

Resolved, That, having heard the report of the Com- 
mittee on Permanent Convention Headquarters, it be 
the sense of the Council that a permanent location or 
home at which Annual Sessions of this Association could 
be held seems highly desirable. 

Instructions to Committee on Permanent Conven- 
tion Headquarters—The Council then thoroughly con- 
sidered and discussed the feasibility of devising some 
plan whereby the Association as a whole or as individual 
members might handle a proposition such as a permanent 
home. 

Action by the Council—On motion of McArthur, sec- 
onded by Gibbons, it was 

Resolved, That the Committee on Permanent Conven- 
tion Headquarters be requested to prepare a plan or 
method whereby property at any point can be acquired; 
and how such property can be administered while it is 
being held for the benefit of the Association. 

House of Delegates Sessions— The question of 
scheduling no section or other meeting on the nights 
of the meetings of the House of Delegates was raised 
by Councilor Kress and thoroughly discussed. 

Action by the Council—On motion of Kress, seconded 
by De Lappe, it was 

Resolved, That the Council rule that, as regards Gen- 
eral Sessions, House of Delegates Sessions and League 
Meetings, no Sections’ meetings be permitted except with 
the special consent of the Council. 

Section Papers—The president-elect, Edward N. Ewer 
of Oakland, advised the Council that there is a general 
complaint throughout the State regarding the non-publi- 
cation of papers presented at Annual Sessions, and stated 
that he felt something should be done about it: 

Action by the Council—On motion of Ewer, seconded 
by Smith, it was 

Resolved, That the secretary be instructed to correspond 
with the chairman and secretaries of all Sections, sug- 
gesting that, on behalf of the Council, the number of 
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papers for presentation at Annual Sessions be curtailed 
wherever possible, and pointing out why such curtail- 
ment is necessary, particularly with a view to shorter 
papers; and further that a synopsis of all papers must 
be submitted to the State office for examination by the 
Committee on Scientific Program before presentation at 
an Annual Session. 


Personnel of Committee on Scientific Program—The 
question of the personnel of the Committee on Scientific 
Program was raised and, after a general discussion, on 
motion of Kress, seconded by McArthur, it was 

Resolved, That the general counsel be requested to 
prepare an amendment to the Constitution and By-Laws 
changing the character of the personnel of the Commit- 
tee on Scientific Program, and the method of its election. 

Status of A. J. Pacini of Chicago—The Chairman 
advised the Council that, in accordance with instructions 
received at yesterday’s meeting, he and the general coun- 
sel had conferred with Doctor A. J. Pacini of Chicago 
and Doctor H. J. Ingersoll of Los Angeles regarding the 
character of the paper he was to present that evening 
before the California Association of Physiotherapists; 
that Doctor Pacini had stated he had no intention of vio- 
lating the rules of the C. M. A. and had voluntarily 
written and signed the following letter: 

“Dr. James H. Parkinson, 
“Chairman, Council, California State Medical Society. 
“Dear Dr. Parkinson: 

“In accepting an invitation to discuss the subject of 
Ultra violet radiation before one of the sections of the 
State Medical Society, I am keenly mindful of the im- 
perative necessity that all allusions to matters which 
might be interpreted as having commercial taint be com- 
pletely occluded from remarks. This is not different from 
the situation which I have many times before encoun- 
tered on similar occasions with many other State Medical 
Societies, and it is, therefore, perfectly agreeable to me 
to subscribe entirely to the wishes suggested. by the coun- 
cil. It was, and is, my intent to refer only to such 
scientific researches as I have had to do with in conse- 
quence of my position as Director of the Department 
of Biophysical Research of the Victor X-Ray Corporation 
of the General Electric Company. 

“No remarks which I shall make will be published 
by me nor by the Corporation which I represent, nor 
will they be given to anyone unless it be by the expressed 
wish of the Council. 

“Very truly, 
“A. J. PACINI (Signed). 
“May 19, 1925.” 

It was the sense of the Council that the letter furnished 
by Doctor A. J. Pacini of Chicago was satisfactory; and 
that the secretary be requested to place it on file for fu- 
ture reference. 


Commercial Representatives Debarred from State 
Program—T. C. Edwards of Salinas, as the Committee 
of One appointed at the last Council meeting on Tues- 
day, May 19, submitted the following resolution: 

“Whereas, The Council deems it unwise and indelicate 
that officers, employees, agents or other representatives of 
commercial corporations, companies or firms be allotted 
space on the program of the California Medical As- 
sociation, and so advises; therefore be it 

“Resolved, That the Chairman of the Committee on 
Scientific Program of the California Medical Association 
be hereby instructed that, in future, no representatives of 
commercial companies be permitted space on any program 
at an Annual Session of the said California Medical 
Association.” 

Action by the Council—On motion of Kiger, seconded 
by Gibbons, it was 

Resolved, That the resolution as submitted be adopted. 


Place of 1926 Meeting—The secretary presented 
wires from Mayor John L. Davie and the Oakland 
Chamber of Commerce inviting the California Medical 
Association to hold its 1926 meeting in Oakland. The 
wires were referred to the secretary for reply in due 
course. 

Adjournment—There being no further business, the 
Council adjourned to meet in the same place at 2 p. m. 
on Thursday, May 21, 1925. 

One. Hundred and Fifty-sixth Meeting—Held in 
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. Manzanita Cottage, Yosemite Lodge, Yosemite National 


Park, California, Thursday, May 21, 1925, at 2 p. m. 


Present—Doctors Parkinson, MacGowan, Ewer, Al- 
derson, Kinney, Kiger, Edwards, Smith, McArthur, Gib- 
bons, Curtiss, Pope and General Counsel Peart. 

Absent—Doctors De Lappe, Beattie, Coffey, McLeod, 
Hamlin, Bine and Kress. 


Adjournment of 1924 Council—On motion of Mc- 
Arthur, seconded by Gibbons, it was 

Resolved, That the 1924 Council adjourn sine die; that 
the 1925 Council convene; and that the secretary call 
the roll. 

Present—Doctors Parkinson, Ewer, McArthur, Kinney, 
Kiger, Edwards, Smith, Kress, Gibbons, Curtiss, Pope 
and General Counsel Peart. Doctor Alderson was also 
present. 

Absent—Doctors De Lappe, Beattie, Coffey, McLeod, 
Peers, Bine, Catton and Shoemaker. 

Election of Chairman—On motion of Ewer, seconded 
by McArthur, it was unanimously 

Resolved, That James H. Parkinson of Sacramento be 
elected Chairman of the Council to succeed himself for 
the ensuing year. 

Resignation of Councilor McArthur—William T. 
McArthur of Los Angeles tendered his resignation as 
Councilor-at-Large in view of his election as President- 
Elect of the Association, which was accepted by the 
Council. 

Councilor-at-Large From Los Angeles—On motion 
of McArthur, seconded by Kiger, it was unanimously 

Resolved, That Harlan Shoemaker of Los Angeles be 
elected Councilor-at-Large to fill the vacancy caused by 
the resignation of William T. McArthur, whose term 
expires in 1926. 

Absence of Councilor Peers—The chairman reported 
that Doctor Robert Peers of Colfax had informed him 
before leaving the Valley that morning, that he did not 
know his name was to be presented to the House of 
Delegates for nomination as a Councilor-at-Large or any 
other office, and, therefore, would be unable to attend 
today’s Council meeting. 

Appointment of Secretary—On motion of Kiger, 
seconded by McArthur, it was unanimously 

Resolved, That the Council desires to record its ap- 
preciation of the fact that it will be honored in the secre- 
tarial chair by Doctor Emma W. Pope of San Francisco; 
and further that the present salary be continued. 

Appointment of Editor—On motion of McArthur, 
seconded by Kiger, it was unanimouly 

Resolved, That William E. Musgrave of San Fran- 
cisco be reappointed to succeed himself as editor of 
CALIFORNIA AND WESTERN MepiciNneE for the ensuing year 
at a salary of $1 per annum. 

Appointment of Auditing Committee—The chair ap- 
pointed as members of the Auditing Committee for the 
ensuing year Doctors Rene Bine and Morton R. Gibbons 
of San Francisco, stating that Doctor Gibbons would 
serve as Acting Chairman until Doctor Bine is able to 
resume his work. 

Appointment of Committee on Arrangements— 
After consideration, it was the sense of the Council that 
President Ewer be allowed further time in which to 
appoint the 1926 Committee on Arrangements. 

Fall Council Meeting—The date of the fall meeting 
of the Council was discussed, and it was the sense of 
the Council that this matter be referred to the Chairman 
of the Council and the Secretary for decision; and that 
the meeting be held in the south late in September or 
early in October. It was also decided that, as usual, an 
open meeting be held on the evening of the Council meet- 
ing to consider Industrial Medicine and any other sub- 
jects; and further that a joint meeting with the local so- 
ciety be held the preceding evening to discuss Optional 
Medical Defense and any other matters; and_ further 
that this joint meeting be held on the regular meeting 
night of such county society. 

Re-Distribution of Councilor Districts—The recom- 
mendation of the Reference Committee regarding the re- 
distribution of Councilor Districts was considered. It 
was the sense of the Council that the matter be kept on 
the Council docket for consideration at each meeting; and 
further with the understanding that Orange County be 
transferred from the First to the Second District and 
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that Kern County be transferred from the Second to 
the Fourth District. 


Industrial Medical Practice—The recommendations of 
the Committeé on Industrial Medical Practice and the 
Reference Committee regarding “rules and regulations” 
in such practice was considered. 

Action by the Council—On motion of Gibbons, seconded 
by Kiger, it was 

Resolved, That the matter of Industrial Medical Prac- 
tice be referred with power to act to the Executive 
Committee with the recommendations of the Reference 
Committee regarding rules and codes in such practice 
for research and carrying out the instructions of the 
House of Delegates; and further that the Chairman of 
the Committee on Industrial Medical Practice, Sol Hyman 
of San Francisco, be present at such meetings of the 
Executive Committee; and further that when such rules 
and regulations and codes are in shape that Ray Taylor 
of Los Angeles, chairman of the Los Angeles Section of 
Doctor Hyman’s Committee, be invited to discuss the 
matter with the Executive Committee. 

Yosemite Hospital—The resolution, submitted to the 
House of Delegates by Doctor R. G. Dufficy of San 
Rafael, requesting an appropriation for the Yosemite 
Hospital, was thoroughly considered; and it was the 
sense of the Council that a special letter of transmittal 
be prepared by Doctor Morton R. Gibbons and the gen- 
eral counsel. 

Action by the Council—On motion of Ewer, seconded 
by McArthur, it was 

Resolved, That the resolution on Yosemite Hospital 
be referred to Doctor Morton R. Gibbons and the Gen- 
eral Counsel for consideration and submission of a letter 
of transmittal for approval by the Executive Committee; 
and further that this resolution be forwarded to each 
United States Congressman and Senator and the officers 
of the National Park Service. 

Recognition of Delegates—The question of certifica- 
tion and recognition of delegates at House of Delegates’ 
meetings of the California Medical Association was 
thoroughly considered; and it was felt that none but the 
duly elected delegate or his alternate should be seated. 

It was the sense of the Council that the matter be 
referred to the Executive Committee for investigation and 
change in the Constitution and By-Laws in accordance 
with the rules and regulations of the A. M. A. 

Annual Sessions—The president-elect, William T. 
McArthur of Los Angeles, raised the question of the 
number of section meetings during the annual convention, 
which was fully discussed by all present, together with 
the question of the personnel of the program com- 
mittee. 

It was the sense of the Council that the Committee on 
Scientific Program should also include the secretaries of 
the main sections; and that the secretary be empowered 
to seek their assistance in the preparation of the annual 
program; and further that the secretary be instructed to 
write all section secretaries with reference to holding 
joint scientific meetings and their business meetings, 
wherever possible, at luncheons. 

Address by President-Elect—The Chair called upon 
the president-elect, William T. McArthur of Los Angeles, 
who expressed his appreciation of the honor conferred 
upon him. 

Legal Address at Annual Meetings—The general 
counsel stated that, if the Council felt it was sufficiently 
worth while, he would have a representative of his legal 
staff address the Association at the annual session next 
year. It was the sense of the Council that such a sug- 
gestion should be carried out. 

Optional Medical Defense—Councilor Kress of Los 
Angeles submitted the following notice regarding Op- 
tional Medical Defense, “which he suggested should be 
referred to county societies for publication in black type 
in the various bulletins of such county societies: 

“Have you secured the optional defense furnished by 
The Medical Society of the State of California? It gives 
you defense in malpractice suits by the attorneys of the 
California Medical Association. You owe it to yourself 
to secure this protection. Address request for informa- 
tion, or check for yearly coverage ($10) to Dr. Emma W. 
Pope, secretary, 1016 Balboa Building, San Francisco.” 

The secretary was instructed to write all county secre- 
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taries asking them to publish this notice on all printed 
matter issued by their county society, and requesting that 
this notice be published in a different and blacker type; 
and further that such notite be published in each suc- 
ceeding issue for 1925. 

Adjournment—There being no further business, the 
Council adjourned to meet in the South sometime in the 
fall. 





SECTION ACTIVITIES OF THE C. M. A. AT 
THE 1925 ANNUAL SESSION 


(Continued from the July issue, page 894. Abstracts from 
Minutes received too late for that issue.) 


Dermatology and Syphilology Section—This sec- 
tion held the usual three meetings under the chairman- 
ship of George D. Culver, San Francisco; Hiram E. 
Miller, San Francisco, secretary. The scientific meeting 
was carried out very much as; published. Many of the 
papers, carefully discussed and edited, will appear dur- 
ing the year in CALIFORNIA AND WESTERN MEDICINE. 

The chairman’s address on “A General Consideration 
of Susceptibility to Skin Diseases” was published in the 
July issue. 

At the business meeting, Moses Scholtz, Los Angeles, 
was elected chairman; C. E. Schoff, Sacramento, vice- 
chairman, and Samuel Ayers, Los Angeles, secretary, 
for the ensuing year. 

In discussing plans for the next meeting it was sug- 
gested that a symposium on Ultra-Violet Light Therapy 
and one on some phase of syphilis would be desirable. 

Those attending these meetings included: 

Harry Alderson, George F. Koetter, Moses Scholtz, J. C. 
Pickett, C. E. Schoff, H. E. Miller, George Culver, E. K. 
Stratton, Norman Epstein, Albert Meads, R. V. Lee, 
Brown, I. C. Sutton, Yates, Samuel Ayres, Howard 
Morrow, John Ruddock, Frank Baxter, Rea Ashley, 
Shirpser, Gustave Taubles, and twenty-seven others 
whose name we were unable to obtain. 





Obstetrics and Gynecology Section—Three meet- 
ings of this section were held under the chairmanship of 
P. O. Sundin, Los Angeles; secretary, J. W. Sherrick, 
Oakland. 

May 18—The regular program, embracing a sympo- 
sium on Eclampsia, was carried out. Chairman Sundin 
read his address upon The Etiology of Eclampsia. 

H. A. Stephenson, San Francisco, read a paper on 
Laboratory Aids in the Diagnosis and Control of 
Eclampsia. This paper was discussed by H. M. Ross of 
Los Angeles. 

Hans Von Geldern, San Francisco, read a paper on 
Recurrent Toxemia. 

Margaret Schulze, San Francisco, read a paper on 
The Conservative Treatment of Eclampsia. This was 
discussed by E. N. Ewer of Oakland, who emphasized 
the excellent results of conservative treatment, favoring 
the rotunda method and advised against any use of 
M. S., but suggested elimination, starvation, etc. 

J. C. Irwin, Los Angeles, read a paper on The Role 
of Cesarean Section in the Treatment of Eclampsia. 

These papers were discussed by J. Vruwink, Los 
Angeles, who emphasized the conservative attitude, and, 
with regard to magnesium sulphate, reported excellent 
results in a series of cases. H. M. Ross, Los Angeles, 
reported excellent results with magnesium sulphate, and 
cited several illustrative cases. 

May 19—The second meeting, with Dr. R. H. Ram- 
sey, chairman of Pediatrics Section, in the chair, was 
held in conjunction with the Pediatrics’ Section. <A 
Symposium on Birth Injuries was presented. 

The paper on Cranial and Intracranial Injuries from 
the Standpoint of the Obstetrician by F. M. Loomis, Oak- 
land, was read by J. W. Sherrick. 

R. H. Kuhns, San Francisco, read a paper on Symptoms 
and Diagnosis in Infants; Clinical Significance in Later 
Years. 

H. C. Naffziger, San Francisco, read a paper on the 
Surgical Management of Birth Injuries. General discus- 
sion followed. 

Henry Dietrich, Los Angeles, read a paper on Mon- 
golism in Twins. 

May 21—At the third meeting, Chairman P. QO. Sundin 
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appointed A. B. Spalding, San Francisco, H. A. Stephen- 
son, San Francisco, and Michael Creamer, Los Angeles, 
on the nominating committee. They suggested that the 
chairman and secretary be appointed from the same 
locality in order to facilitate the necessary arrangements 
for programs, conferences and other matters that may 
arise during the year. J. W. Sherrick, Oakland, was 
nominated for chairman, and J. A. Sperry, San Francisco, 
for secretary. This was put in the form of a motion 
and carried. 


There being no further business the regular program 
was carried out. This consisted of a Symposium on 
Pelvic Relaxation and Prolapse. 


A. W. Meyer gave a paper and lantern slide demon- 
stration on Some Points in the Anatomy and Mechanics 
of the Pelvic Floor. Discussion by Olga McNeile, Los 
Angeles. 


John Vruwink, Los Angeles, read a paper on Pre- 
disposing Factors in Pelvic Relaxation and Prolapse. 
Alice Maxwell, San Francisco, opened the discussion. 


Michael Creamer, Los Angeles, read a paper on Be- 
nign Lesions of the Cervix in Association with Pelvic 
Relaxation and Prolapse. Discussion was opened by Shaw, 
Los Angeles. 


Frank Lynch’s paper on The Problem of Partial Pro- 
lapse with Cystocele and Rectocele in Young Women was 
read by Alice Maxwell, San Francisco. H. A. Stephen- 
son, San Francisco, discussed this paper. 


A. B. Spalding, San Francisco, read a paper on The 
Treatment of Procidentia. This was illustrated by 
lantern slides and statistics in 400 cases. J. A. Sperry, 
San Francisco, opened the discussion. The program was 
then thrown open to general discussion. 


ALAMEDA COUNTY 


Alameda Cunty Medical Association (reported by 
P. S. Nusbaumer, secretary)—At the regular meeting of 
the Alameda County Medical Association held June 15, 
1925, R. G. Van Nuys read a paper, entitled “Living 
Anatomy: A Roentgen Study of Stomach, Liver and 
Colon in 1000 Healthy Adults,” in which he stated that 
these studies give a new picture of the normal positions of 
these organs. The positions of the viscera in the upright 
and horizontal positions are compared. Van Nuys be- 
lieves that the anatomy of the viscera, based on a 
study of the dead, loses most of its value and gives 
students many wrong concepts of visceral form, position 
and relations. The doctor claims that the anatomy of the 
viscera should be taught as found in the living. He 
finds low positions of the stomach and colon to be the 
most common in normal adults, and says the use of 
the term gastroptosis and coloptosis is seldom justifiable. 


In “Notes on the Interpretation of Blood Chemical 
Analyses,” Hobart Rogers states that he believes that 
blood chloride estimations are practically valueless in 
nephritis, owing to the coincident retention of water by 
the kidney which is deficient in chloride excretory power. 
He has observed that the Folin Wu method for blood 
creatinin estimations give lower values than the Myers 
Lough method when applied to the same bloods. 


Others have reported similar observations with new 
blood sugar methods. Rogers feels that it is necessary 
to know the method by which a given result was obtained 
in order to properly interpret it and that clinicians must 
build up a new set of clinical data whenever a new 
method is adopted. 


Dr. Barbera reported twelve cases of cervical ribs 
reviewing the embryology and symptomatology and point- 
ing out the fact that they often closely similate neuritis, 
arthritis, myositis and aneurism. Eighty-five per cent of 
these anomolies occur in women. Surgery is indicated in 
a small per cent, being necessary in only one of his 
cases. The doctor warns against too hopeful a prog- 
nosis when surgery is resorted to: The non-surgical 
treatment, which consists of exercises and braces, was 
outlined. 


The interesting discussions of these papers were par- 


ticipated in by A. C. Siefert, Gertrude Moore, O. D. 
Hamlin, S. A. Jelte and N. A. Cary. 
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CONTRA COSTA COUNTY 


Contra Costa County Medical Society (reported by 
L. St. John Hely, secretary)—The regular monthly meet- 
ing of the Contra Costa County Medical Society was 
held Saturday evening, June 27, at the offices of Cun- 
ningham and Carpenter in Richmond. 

Wallace I. Terry was the speaker of the evening . He 
discussed the various actions of intravenous drugs on the 
bacteriostatic action in the blood stream and organs. A 
lively discussion followed and much good resulted there- 
from. We wish to have Doctor Terry with us again in 
the future. 

Leopold H. Fraser was elected to membership in our 
society, a valuable member, and we were delighted to 
receive him. The members adjourned after the meeting 
to Marino Grill, where lunch was served. The following 
members were present: 

William A. Rowell, Crockett; Rosa A. Powell, Rich- 
mond; C. E. Camp, San Pablo; P. C. Campbell, Rich- 
mond; J. P. Breneman, El Cerrito; G. M. Baumgarner, 
Richmond; Hall Vestal, Richmond; W. E. Cunningham, 
Richmond; Leopold H. Fraser, Richmond; Denninger 
Keser, Richmond; F. L. Horne, Crockett; L. St. John Hely, 
Richmond. Nurses—Elizabeth Redmond, R. N.; Mrs. 
Nora L. Purviance, R. N.; Mrs. Etta L. Kerfoot, R. N. 

® 
FRESNO COUNTY 


Fresno County Medical Society (reported by John 
Montgomery, secretary)—The resignation of T. Floyd 
Bell as secretary of the County Medical Society was 
accepted by the Board of Governors, and John Mont- 
gomery was appointed to fill the unexpired term of 
Doctor Bell. 


At the monthly luncheon of the society, a traveling bag 
was presented to Doctor Bell and good wishes were ex- 
tended to him in his work at the University of California 
Hospital, where he will do work in obstetrics and gyne- 
cology. 


At this meeting Father O’Sullivan was the principal 


speaker. He gave a very interesting description of the 
organization of Sisters’ hospitals in general, and of the 
plans for the proposed hospital in Fresno. This will be 
built on a ten-acre site at the corner of Fruit and Flora- 
dora avenues. It will be erected by Nuns of the Domini- 
can Order. ‘This hospital, as all other of the 500 
Sisters’ hospitals in the United States, will be operated 
as a separate and distinct corporation, all the money re- 
ceived being spent in the operation and improvement of 
the local hospital. The Sisters comprising the Fresno 
body will donate their services, thus enabling the hos- 
pital to keep costs down within the reach of many who 
cannot now afford hospital care. All donations given the 
hospital here will cut down the interest'charges and thus 
enable the hospital to still further lower hospital costs. 
There will be an open staff of physicians and the hos- 
pital will be available to patients of all creeds alike. 

The first hospital opened in the new world was 
opened by a body of Nuns; the City Hospital of New 
Orleans is operated by such a body; as is also the hospital 
of Mayo Brothers at Rochester. 

There are 500 such hospitals in the United States at 
present and in them are half of the hospital beds in the 
country. 

By discussion and questions it was brought out that 
hospital construction costs would amount to about $3600 
per bed, this figure to include all accessory buildings and 
equipment. It is expected that the local hospital will 
begin with an initial fifty-bed capacity and increase as 
the work warrants extension. ; 

Fresno County Hospital has recently graduated eight 
internes and now has in their places, Doctors Wightman 
and Paine from Northwestern, Doctors Hazel and Gleason 
from University of Michigan and Doctors Baldwin, 
Owens, Nillson, and Hershey from Loma Linda. 

The new unit of the Fresno County General Hospital 
is nearing completion. This is to comprise the outpatient 
clinics, the admitting department, emergency dressing 
rooms, x-ray, and maternity wards. 

Doctor Frank Ruff has recently taken charge of the 
x-ray department of Burnett Sanitarium. Doctor Ruff 
comes to Fresno from the U. S. Public Health service at 
Fort Lyon, Colorado. 











MARIN COUNTY 


Marin County Medical Society (reported by 

. H. Kuser, secretary)—Meeting of Marin County 
Medical Society was held on June 18 at 8 p. m. at the 
rooms of the San Rafael Club. The meeting was opened 
by H. O. Hund, president. 

The following members and guests were present: Doc- 
tors H. O. Hund, Josephi, Marsten Jr., Masurio, C. W. 
Clark, L. L. Stanley, R. M. Furlong, W. F. Jones, A. H. 
May, J. H. Kuser and Harry Spiro, who was invited as 
a guest. 

The order of business was dispensed with so that Doctor 
Spiro had ample opportunity for his paper. The doctor 
gave an extremely interesting address on angina pectoris 
and its various manifestations, after which a general dis- 
cussion followed. 


% 


MENDOCINO COUNTY 


Mendocino County Medical Society (reported by 
P. J. Bowman, secretary)—On June 27, at 7 p. m., there 
was held a supper, followed by a joint meeting of the 
Mendocino and Lake County Medical Societies, to which 
the Sonoma Society was invited as guests, at the Palace 
Hotel in Ukiah. 

President Raymond Babcock presided. The speaker of 
the evening was Carl Hoag of San Francisco. He pre- 
sented two very helpful discourses on goiter and frac- 
tures of the forearm, each of which was followed by 
general discussion. 

At the end of the regular meeting there was an elec- 
tion of officers of the Mendocino Medical Society for 
1925-26. Homer Wolfe of Albion was elected president, 
and P. J. Bowman, secretary and treasurer. 


we 
ORANGE COUNTY 


Orange County Medical Association (reported by 
D. R. Ball, secretary) —The regular monthly meeting was 
held May 5 at the Orange County Hospital. Thomas S. 
Blair of Santa Ana read a paper on “The Legitimate and 
Illegitimate Use of Sedatives, Anodynes and Narcotics.” 
The author drew largely from his experiences as head 
of the Bureau of Narcotic Enforcement for the State of 
Pennsylvania, which position he held for many years 
before coming here. Albert Hoffman of Anaheim read a 
paper on “Experimental Work on the Etiology of Pep- 
tic Ulcer.” The writer has just completed an extensive 
piece of research work in proving the specific bacterial 
cause of ulcer and his results were reported in the 
paper. He exhibited a number of specimens showing 
experimental ulcers produced in guinea pigs during the 
course of his experiments. 

The June meeting consisted in a joint gathering with 
the Orange County Dental Society at St. Ann’s Inn, Santa 
Ana, the evening of June 2. Some sixty odd members 
of the two organizations were present. The subject of 
“Focal Infection” was -chosen for common discussion. 
George Dock of Pasadena presented the medical point of 
view. Dr. Dock has been one of the pioneer workers in 
this field and drew largely from his own observations 
in his able discussion. Charles E. Wonder, D.D.S., of 
Los Angeles, presented the dental aspect. He empha- 
sized the point that many devitalized teeth, which do not 
show abscesses in the x-rays, may be foci of virulent 
infection and should be removed if other more evident 
places of absorption are not found. A spirited general 
discussion followed from the members. The meeting was, 
on the whole, one of the most enjoyable and profitable 
that the society has had for some time. 

The Santa Ana Clinical Society met at Ketner’s Cafe 
the evening of May 22. The speaker of the evening 
was Dr. Maynard, pathologist at the Los Angeles Gen- 
eral Hospital. He presented a review of the question 
of bubonic plague in general and then went on to a 
description of the pneumonic outbreak of some months 
ago in Los Angeles. Charts were shown of the epi- 
demiology of the outbreak tracing the spread from case 
to case. In conclusion a series of lantern slides, showing 
the different pathological features of the disease, was 
shown. The talk was considered most worth while by 
all present. 

A recent development of much importance, both to the 
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community and to the local profession, is the organization 
of a visiting staff at the Orange County Hospital. This 
movement has been under discussion for some time and 
has now taken concrete form. The staff for the present 
hospital year includes the following members: Surgery, 
J. M. Burlew, D. C. Cowles and H. A. Johnston; 
medicine, J. L. Maroon and D. R Ball; pediatrics, Joseph 
Robinson, W. S. Wallace and R. P. Yeagle; obstetrics and 
gynecology, J. H. Lang, S. A. Marsden and Bessica 
Raiche; otorhinolaryngology, C. H. Brooks, M. H. Held- 
man and H. D. Newkirk; neurology, F. E. Coulter and 
R. A. Cushman; urology and dermatology, C. R. Lane. 
The staff is organized as follows: President, Harry E. 
Zaizer, superintendent of the hospital; vice-president, 
H. D. Newkirk, and secretary, C. R. Lane. A schedule 
of attendance for ward and clinic duty has been worked 
out and the full staff holds a scientific meeting the 
third Thursday of each month. 

One new member has been taken into the society in 
the person of William C. Bruff of Anaheim. 


% 


SACRAMENTO COUNTY 


Sacramento Society for Medical Improvement (re- 
porter by Bert S. Thomas, secretary)—The June meet- 
ing of the local society was devoted to a “Clinical Even- 
ing.” It was held in the new auditorium at the Sac- 
ramento Community Hospital. Those in attendance in- 
cluded Doctors Nahl, Scatena, Yates, Babcock, Jones, 
Thomas, Gundrum, Beach, Thom, Stern, Dillon, Hale, 
Dunlap, Soutar, Snyder, Farrell, Brown, Atkinson, Beattie, 
Lindsay, Cress, Lubben, Schoff, Murphy, Wilder, Turner, 
Lipp, Klick, Parkinson, Drysdale and Wise. 


A word about the attendance before turning to the more 
interesting program of the evening. On May 18, 1925, 
California Medical Association adopted the following 
resolution: 


“Resolved, By the Board of Councilors of the California 
Medical Association that the attention of the members of 
the constituent County units, who, at the same time, are 
members of attending hospital staffs in their respective 
communities be called to the importance of not over- 
lapping or interfering with the proper scientific activities 
of both these highly important expressions of medical 
activity and development. 

The scientific programs of the attending staffs should 
concern themselves especially with the diseases and in- 
juries of patients in such hospitals. The attending staff 
scientific programs should not take the semi-abstract or 
literary trend that has long been and must necessarily 
continue to be a natural part of the scientific programs 
of County Medical Units. 

Our County medical societies are the constituent units 
of organized medicine in our state, and the development 
of organized medicine is absolutely essential to the pro- 
tection and further growth of both the scientific and 
material interests of medicine in California. 

Your Board of Councilors presents these suggestions 
for the consideration of program committees of attending 
staffs so that these basic facts, which are of so great 
importance to County Societies and attending staffs, may 
be constantly kept in mind.” 

It seems that a good number of members should have 
their attention particularly called to this resolution as 
there is no doubt that certain members of our local hos- 
pital staffs are neglecting their most important medical 
constituent unit, probably due to the fact that a con- 
siderable portion of their time is taken up with their 
respective staff meeting. By examining the attendance of 
both the Sisters’ Hospital and Sutter Hospital staff meet- 
ings, it was found that a number who have faithfully 
attended these meetings each month, have attended our 
otherwise well-attended meetings either not at all, or but 
once, so far, this year. We believe that the resolution 
adopted by the State is a very wise one, and wish to 
call your particular attention to it. 

To the meeting itself: The minutes of the May meeting 
were read and approved. In the report of the board 
of directors, it was announced that the September meeting 
will be in the hands of the roentgenologists, and that the 
other two scientific meetings of the year would probably 
be devoted to a Surgical Symposium and a Pediatric one. 
It was suggested that all members take note of the 
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fact that the new A. M. A. emblem is now available, and 
that its use will eliminate the present trouble of permitting 
practically anybody to take advantage of the parking 
priveleges, now kindly granted by the city to all duly 
authorized medical men. This emblem has been copy- 
righted by the A. M. A., and may only be obtained with 
its registered number through their office. Just as soon 
as the members are able to obtain their emblem, the 
police will be notified of its significance. 


Secretary reported that Mervyn F. Frandy had trans- 
ferred from the Santa Barbara Society to the local one. 
Gundrum moved and Nahl seconded that the annual 
banquet deficit be paid from the treasury. 


Program of the Evening—Leo P. Bell presented three 
cases of “Banti’s Disease.” In his remarks, he followed 
the idea of Rosenow, that the disease is caused by a 
streptococcus admitted originally through the respiratory 
tract. The spleen, being a lymph gland, is a filter, and, 
through this filtration, becomes infected. The primary 
stage of the disease is a thrombo-phlebitis of the capil- 
laries. The disease, as originally described, was really 
what we now recognize as the third stage of the dis- 
ease; the first stage being the pre-acitic stage, without 
gastric hemorrhage; the second stage is that when gastric 
hemorrhages supervene, where aenemia becomes appar- 
ent and leukopenia is present; the third stage, Banti 
described. Here we have ascites, greatly enlarged spleen, 
with destruction and regeneration of liver tissue. Bell 
opposes operation in the first stage. At this time, removal 
of infectious foci and transfusion are used. Since the 
damage done as found in the second and third stage is 
irreparable, since the spleen is no longer acting as a filter 
but is merely accumulating toxins primarily directed at 
liver destruction, and, since the pathology is one of fibro- 
sis and endothelial proliferation, the spleen should be 
removed in these two later stages. Bell sees no reason for 
less than 100 per cent recoveries after the immediate 
operative mortality is passd. 


In the discussion, Dunlap briefly discussed two of his 


recent cases; he also asked as to the ground for believing 
the disease to be one of streptoccus origin, quoting 
Moniyhan, who had often declared that if such a case 
could be traced to a foci of infection, then the disease was 


not Banti’s. Thomas enquired about the relative propor- 
tion of permanent kidney damage done in these cases, the 
question coming from the fact that in a recent case re- 
quiring splenectomy, there had been a massive amount of 
albumen found in the urine at the time of operation; six 


weeks post-operative there was no trace of albumen to 
be found. 


In closing, Bell suggested that the idea of streptococcus 
as the causative factor in the disease, was a very recent 
one. He suggested that the albumen found in these 
cases was usually due to a nephrosis. 

Schoff presented a patient with leprosy. Cigar-shaped 
bundles of the bacillus were obtained from the nasal 
septum by the thousands by Snyder. 

Scatena presented a rather advanced case of Hodgkins’ 
Disease. He called attention to the fact that Yates and 
Bunting have regularly recovered a micro-organism in 
these cases, but they have been unable to establish the 
cause by completing Koch’s cycle as proof. In discussing 
this case, Gundrum classified Hodgkin’s Disease as one 
group of what he was pleased to term “Lymphocytomata.” 

Beach presented two cases of peri-nephritic abscess, 
one of which was of a primary type, and one of the 
secondary type. Hale had seen the last case four years 
ago, and had the pyelograms taken at that time to 
compare with the present ones. 

Gundrum presented a chart of a severe diabetic, six 
months’ pregnant, and with a bi-lateral pyelitis. It was 
most interesting from the standpoint of sugar tolerance, 
the use of insulin throughout, and the variation in the 
whole picture during an intercurrent staphylococcus 
aureus blood infection. 

Babcock discussed a case presenting a typical Parkin- 
son syndrome in a child. 

The meeting adjourned to the banquet table. 

& 
Sacramento Society for Medical Improvement (re- 


ported by Bert S. Thomas, secretary)—In view of the 
fact that we have no July or August meetings, I wish to 
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report various notes of interest that have occurred since 
our last meeting. 

A note was received from the office of the surgeon of 
the Ninth Corps Area, showing us that there is but one 
member in good standing in our society on the list of 
Reserve Medical Officers. This is Major Archibald A. 
Atkinson. There are four other local physicians on the 
list. We believe that the men of our society should 
heed the call that the army is sending out, and suggest 
that they volunteer their patriotic service to the nation 
in time of national emergency. 

We are happy to welcome Hans Schluter to Sacra- 
mento. He comes to us after four years of post-gradute 
work in obstetrics, with the idea of handling this type of 
work only. He has not, as yet, affiliated with the state 
organization, but we feel sure that we can report him 
as our next new member. 

Doctor Titus of Great Falls, Montana, is anticipating 
entering practice in Sacramento, about August or Sep- 
tember. 

June B. Harris is reported as having left for home 
from his trip to England. 

Norris R. Jones is the new resident at the Sutter 
Hospital. 

Angus McKinnon comes to us from the San Francisco 


‘Hospital as the new resident at the Mater Misericordiae 


Hospital. 

A letter has just been received from W. E. Briggs from 
Paris. After starting from the Orient, and constantly 
heading West, the doctor is now well on the last leg 
of his year’s trip around the world. He is expected 
home in September. 

J. W. Crawford is still in Philadelphia, taking post- 
graduate work in eye, ear, nose and throat. 

Oscar Johnson, returning from the American Medical 
Association gathering, reports a most enthusiastic meet- 
ing. His visit to the Massachusetts General Hospital 
was particularly interesting. 

We have to report the loss of a good member. George 
Sanderson has left Folsom and has entered practice in 
Stockton. 

William Miller has found it necessary to convalesce 
in Colfax. We wish him a speedy return to our active 
circle. 

Harry R. Baird has returned from a tour of the 
South. 

& 
SAN DIEGO COUNTY 

San Diego County Medical Society (reported by 
Robert Pollock, M. D.)—The monthly dinner for June 
was held by the County Medical Society in the San 
Diego Hotel on Tuesday, June 9. Business was sus- 
pended for a splendid scientific program as follows: 


1. J. C. Yates gave a very practical talk on some 
medico-legal questions upon which the rank and file of 
our profession should be better informed. The various 
workings of the Anti-Narcotic Law seemed to have 
especially called for explanation. 


2. C. L. Stealy discussed at some length the technic 
of the Salivary Urea Test, based upon original work 
done by himself in his private and hospital practice. 
While there is a strong appeal to a quick test of this sort 
which can be done in the office without drawing blood 
from the patient, Stealy’s conclusions were that the dis- 
crepancies between this test and the standard blood urea 
test were so wide as to make the former seem unreliable. 
The paper was intelligently discussed at some length by 
R. J. Pickard and E. F. F. Copp. The latter’s experi- 
ence with the test under consideration led him to feel 
distinctly more favorable toward it than the other 
speakers. 


3. Bronchiectasis, a symposium presenting the various 
aspects of the subject. L. H. Redelings outlined the 
clinical diagnosis with emphasis on the desirability of 
an early diagnosis being made; H. A. Thompson pre- 
sented a clear summary of the pathology of the subject. 
Elliott presented a radiography of the subject with some 
excellent x-ray films, some of which showed the value of 
surgery in this condition. Dr. Elliott also discussed the 
value of laryngeal injection of lipoiodol in outlining the 
pathology of the subject by x-ray. C. M. Fox closed 
the symposium with a comprehensive description of the 





1046 


various surgical methods used in the treatment of this 
troublesome bit of pathology. 

The following physicians were recently elected to full 
membership in the society: A. M. Muhl, Alice Huff Cran- 
dall, W. F. McColl, A. B. Smith and W. T. Dunn. 
Doctors Albert Martin, H. M. Fine, L. J. Bernard and 
E. U. Reed were elected to associate membership. Char- 
lotte Baker, one of our honored members, was recom- 
mended for the permanent fellowship in the A. M. A., 
in accordance with the provisions for such fellowship in 
the latter’s constitution. 

J. W. Sherrill, director of the Scripps’ Metabolic 
Clinic, has returned from an extended trip in the East, 
visiting his former associate, Dr. Frederick M. Allen of 
Morristown, New Jersey. While away, Doctor Sherrill 
delivered papers at the California Medical Association 
in session at Yosemite National Park, as well as at the 
A. M. A. in session at Atlantic City. 

The following members of the local profession have 
returned from the East after visiting the A. M. A. and 
various other clinics: Grace M. Kimball, J. D. Hartley, 
Robert Pollock, William Ruoff, Arthur Wegeforth and 
George B. Worthington. 


E. F. F. Copp of the Scripps’ Metabolic Clinic is 


now in Toronto, Canada, where he was formerly as-. 


sociated with Doctor Banting. On this visit, Doctor 
Copp read papers at the California Medical Association 
at Yosemite Park and at the Canadian Medical Associa- 
tion at Regina, Canada. Copp has already made for 
himself a warm spot in the hearts of the local medical 
profession. 

National Defense Day was recognized on July 4 by 
a liberal registration on the part of the medical men, 
dentists and nurses of San Diego, many of whom were in 
line in the splendid military parade during the forenoon. 
Our national patriotism is kept warm through the untir- 
ing enthusiasm of Lieut. Col. Alfred E. Banks, in charge 
of Evacuation No. 90 of San Diego. 

Already the program committee is at work getting out 
some attractive papers for the fall, as the society resumes 
its session in September. 


& 


SAN FRANCISCO COUNTY 


Franklin Hospital Staff (reported by Ewald Anger- 
man, secretary)—A staff meeting of the Franklin Hos- 
pital Clinical Society was held at the hospital May 4, 
1925, at 8:30, Frank R. Dray presiding. 

At this meeting, Doctor Shiels urged more support for 
the County Medical Society, which was concurred in 
by all those present. 

The paper of the evening was presented by Conrad 
Weil, choosing for his subject, “Surgical Treatment of 
Lung Tuberculosis at the Clinic in Munich.” Doctor 
Weil, who recently returned from abroad, gave a very 
interesting and instructive outline of his experiences in 
Europe. 


' CHANGES IN MEMBERSHIP 


New Members—Los Angeles County—Howard R. 
Cooder, Ruth J. Temple, G. J. Torell. 

Sacramento County—Royal de R. Baronides, John 
West Wilson. 

Glendale County—Harold J. Cooper. 

San Diego County—William T. Dunn, William F. Mc- 
Coll. 

Santa Monica County—Charles E. Rooney. 

Long Beach County—Francis B. Settle. 


Transferred—Clement H. Arnold, from Santa Clara 
County to San Francisco County; S. S. Kalman, from 
Alameda County to Siskiyou County; Mervyn F. Frandy, 
from Santa Barabara County to Sacramento County; 
Lolita F. Flewelling, from Orange County to Alameda 
County; Charles A. Love, from San Luis Obispo County 
to San Bernardino County. , 


Deaths—Bluhm, George Irving. Died at San Fran- 
cisco, June 20, 1925, age 57. Graduate of School of 
Medicine, University of Illinois, 1894. Licensed in Cali- 
fornia in 1901. Doctor Bluhm was a member of the San 
Francisco County Medical Society, the California Medical 


CALIFORNIA AND WESTERN. MEDICINE 





Vol. XXIII, No. 8 


Association and a Fellow of the American Medical As- 
sociation. 

Endicott, Edwin Eugene: Died at Jackson, June 27, 
1925, age 51. Graduate of the Kentucky School of Medi- 
cine, Louisville, 1894, and licensed in California the same 
year. Doctor Endicott was a member of the San Joaquin 
County Medical Society, the California Medical Associa- 
tion and a Fellow of the American Medical Association. 

Freeman, William. Died at Fullerton, June 29, 1925, 
age 84. Graduate of the Indiana Medical College, India- 
napolis, 1877. Licensed in California in 1895. Doctor 
Freeman was an honorary member of the Orange County 
Medical Society, the California Medical Association and 
the American Medical Association. 


* 


Utah State Medical 





Association 
SOL G. KAHN, Salt Lake City.............e.00. President 
WILLIAM L. RICH, M. D., Salt Lake.......... Secretary 


J. U. GIESY, Kearns Building, Salt Lake City, 
Associate Editor for Utah 


VACATION TIME 


All work and no play is said to make Jack a dull 
boy. And why not? If all life phenomena partake 
of the nature of electro-magnetic manifestations—if 
the cell, be it brain or muscle or gland, be but a 
minute electro-magnetic cell in its primal nature— 
a tiny storage battery as it were—then why should 
too much, too steady, too continuous use of one such 
series of cells not gradually bring about a state of 
exhaustion which shall make us dull indeed? 
Actually we burn our batteries out. 

In this sense change of endeavor, of application or 
of scene is synonymous with rest. And certainly 
the doctor needs rest whether his patients realize the 
fact or not. Because the doctor is human—regard- 
less again of what his patients say or think, and the 
doctor plays a pretty steady shift. In reality it’s 
twenty-four hours long, unless the particular medico 
who proves the exception has arrived at a point 
where he may leave much to his assistants and 
thereby slip off now and then for a seance with a 
goll ball as a form of rest. And not only is it 
twenty-four hours, but it’s seven days in a week. In 
addition, the doctor does not live his own life; he 
lives many lives. That is, the interests, the welfare 
of many lives are constantly with him. He takes his 
cases to bed with him—figuratively, of course. Go- 
ing back to an electrical comparison, the doctor’s 
brain cells are always “cut in”—always at work. 
And this way lies brain fag. 

Consequently the doctor needs a vacation just as 
much as any of his patients—all of whom are ready 
to declare that they need and deserve a rest, because 
—brain fag means less effective work. Less effective 
work is apt to mean disaster to both the patient 
through lack of desired result and to the doctor 
through loss of prestige, failure to deliver and, 
therefore, added mental stress. 

But vacation—change of scene, a meeting with 
other and possibly fresher minds—rest, means a re- 
turn to routine with a freshened zest. In this sense 
vacation for the medical man is an actual invest- 
ment for the benefit of both the patient and the 
doctor himself. There is a very potent source of 


recuperation in a golf ball or a fishing rod if prop- 
erly used, even though the nineteenth hole is not as 
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popular as it was before the eighteenth amendment 
got in its work. 


THIS MONKEY BUSINESS 


As we write they are “Hangin’ Danny Deever in 
th’ Mornin’.” In other words they are trying 
John Scopes. The little town of Dayton, Ten- 
nessee, is selling soft drink stand concessions about 
the courthouse—the last issue of Judge has printed 
a cartoon of William Jennings Bryan with a mon- 
key perched upon his head, plucking at his few re- 
maining hairs, and captioned “He loves me, He 
loves me—not,” arid the Great Commoner him- 
self has stood on a hill outside of Dayton and 
preached a sort of sermon on the mount. 


Verily, yea verily, the antics accompanying the 
Scopes trial might almost inspire one with a feeling 
that the theory of evolution—or rather of anthro- 
poidal descent from the monkey—were well founded 
were it not for the deeper meaning masking back 
of its more farcical face. 


Whether man be descended or ascended from the 
monkey tribe, or whether they are but branches of 
a common trunk, we do not undertake to state. 
Certainly man himself is guilty of much which 
makes the possibility seem not so far fetched. But 
God is God and certainly as the Creator of the 
Universe not to be proved or disproved by the trial 
of a high-school professor twenty-four years of age. 


The pitiful part of the thing to our minds is, 
that there should in reality be any quarrel between 
science and religion—or any man or sect of men 
today so narrow-minded as to feel that there is 
any conflict between mankind and his God. Science 
recognizes God—his works. And the latter should 
speak to man of His verity in themselves. Any 
other assumption than that of an Intelligent Crea- 
tive Power back of the Universe of which our 
Earth is a part, is an insult to intelligence. And the 
Scopes trial will settle nothing except the two 
points as to whether John Scopes is convicted, and 
the State of Tennessee has a right to pass a law 
telling its people what to say and what to think. 


But the great danger in the episode is really to 
ourselves. Too much are we “monkeying” with law, 
until we are threatened with a very plague of laws. 
We are told what not to do to such an extent that 
the very inhibition becomes the cause of law break- 
ing, through the average man’s resentment of the 
attempted infringement of the God-given rights of 
personal choice. What the race needs today in this 
country is a greater recognition of natural law, and 
a fewer and saner number of man-made laws. For- 
bidding a man to drink won’t stop his drinking. 
Q. E. D., as the geometricians put it, “that has been 
proved.” Forbidding a man to think, we feel won’t 
stop his thinking. Commanding a man to believe 
will not greatly bolster his faith, Thought and 
faith are both things EVOLVED, and God alone 
could have made a man out of either a bit of clay 
or a monkey. For the rest, this monkey business is 
just—monkey business after all. 


Salt Lake County Medical Society (reported by 
M. M. Critchlow, secretary)—A special meeting of the 
Salt Lake County Medical Society was held at the Com- 
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mercial Club, Salt Lake City, June 18. Meeting was 

called to order at 8:10 p. m. by President John Z. Brown. 

Fifty-three members and three visitors were present. 
The speaker of the evening was James F. Cooper, 


Medical Director, Research Department of the American 
Birth Control League, Inc., New York City. He talked 
of the aims, principles and policies of the league and 
discussed in detail the results obtained by investigation 
in the Contraceptive Clinic in New York City. 


Utah Notes (reported by J. U. Giesy, associate editor 
for Utah)—Doctor H. P. Kirtley has left the city by 
motor for a trip to Portland, Seattle and Vancouver. 

Doctor Foster Curtis has returned from a trip of 
over four thousand miles by motor, including in his 
itinerary Bryce’s Canyon, Los Angeles, San Francisco, and 
Portland. : 

Doctor E. M. Neher is back from a trip by rail and 
boat to Alaska. 

All these things hit in well with our editorial on 
vacations. And we plead the sentiment there expressed 
as excuse for the brevity of notes for the current month. 
Anyway, it’s too hot to work or write and the asphalt 
is becoming a quaking morass in the middle of the street. 
Utah is experiencing the hottest wave in the history of 
the local weather bureau and we feel like taking our 
own advice about a vacation. Still, with seven beautiful 
canyons within easy motor distance from the heart of 
the city, why should anybody complain of the heat? 

The 1925 Session—The following changes in informa- 
tion about the U. M. A. meeting in September should be 
noted. 

Doctor Engman, through causes of unpreventable na- 
ture, will not be present as scheduled. 

Wallace I. Terry (Surgery) and Frank W. Lynch 
(Gynecology), both of the University of California, will 
be present however. In this we have been fortunate. 

Walter C. Alvarez, who will be present, is Asst. 
Professor of Research Medicine, the Medical School of 
the University of California, and not Professor as was 
erroneously published last month. 

John Sundwall of the University of Michigan will, it 
is now hoped, be the chief speaker at the public meeting 
to be held during the U. M. A. session. 

It is the plan of Doctor Goeltz of our program com- 
mittee to drive to Pocatello, Idaho, where many of our 
guests are to be on the program of the Idaho State 
meeting, and bring these gentlemen back with him in 
cars, with a dinner en route, so timing the trip as to 
arrive here Sunday night before the opening of the 
Utah meeting. 


Flaccid Paraplegia—Two cases of flaccid paraplegia 
are reported by Edward Livingston Hunt and Leon H. 
Cornwall, New York (Journal A. M. A.). In the first 
case the postmortem examination disclosed a thrombosis 
of the abdominal oarta beginning about 5 cm. above the 
bifurcation of the common iliacs and extending down- 
ward into the femoral on the right and just to the 
femoral on the left. The thrombus was reddish white, 
firm and well organized. From gross examination it 
appeared to obstruct completely the lumen of the aorta, 
both common iliacs and their external and internal 
branches. From the gross appearance of the thrombosed 
portion of the oarta and its branches, it appeared that 
the occlusion was complete. But microscopic examination 
showed that there were small channels between the mar- 
gin of the thrombus and the intima of the aorta contain- 
ing blood. The dorsalis pedis and its branches also con- 
tained a moderate amount of blood. The second case 
represents a case of extensive softening and degenera- 
tion of the spinal cord following an extradural hemor- 
rhage. The hemorrhage induced mechanically a throm- 
bosis of the vessels that furnish the blood supply to the 
cord, the resultant pathologic change being one of 
ischemic softening. As would be expected from the ex- 
tensive degeneration of the gray cornua and white col- 
umns of the cord, the clinical picture was that of com- 
plete flaccid paralysis, complete anesthesia to all types 
of sensation below the level of the lesion, bladder and 
rectal incontinence, and atrophy of the musculature of 
the lower extremities. 





CALIFORNIA AND WESTERN MEDICINE 


CORRESPONDENCE 


POPE TRAVELOGUE 


Leslie Simson’s Camp, 
Tanganyika, May 25, 1925. 
My dear Dr. Musgrave: 

It is about a month since I wrote you last and many 
events have transpired since that date. 

We have kept up our wild career of lion hunting and 
have the skins of twenty-five of these mighty beasts 
hanging outside our storeroom. Eight lions we have 
killed entirely with our bows and arrows, and our ex- 
periences have been varied and exciting. We have 
stood fourteen charges, stopping most of their rushes at 
three to five yards. Our shooting distances with the 
bow for these beasts extends from forty to eighty-five 
yards. 

Two lionesses have charged our motor car while we 
were rounding them up. In one of these whirlwind 
stunts I was riding on the running board, ready to hop 
off and shoot with my bow when a sudden turn of the 
lioness and a corresponding swerve of the car nearly 
threw me off into her jaws. It seemed funny at the 
time. I held on by one finger and we had to dispatch 
this dangerous lady with a rifle. She tried to climb in 
the front seat. 

We have a small number of other animals added to 
our list such as hyaenas, jackals, leopards, cheetas, wilde- 
beasts, Tommies, elands, foxes, badgers and zebras. 
besides a large number of regular camp meat secured 
with the gun. 

But so long as one hears the low menacing grunt of 
a lion on the velt and the thunderlike roar of their 
team work at night as they round up their kills; so long 
as one can go out as we did this morning and see four- 
teen of these lordly beasts file slowly out of the donga 
where they have fed upon fresh meat, this long will 
one’s muscles tighten, the blood pressure rise and one 
feels the urge to “go and get ’em”! And we do. 

We did not attack these fourteen, but ran them, cut 
out two large males from the bunch and brought them 
to bay out on the plains. There we fought it out to a 
finish. 

Incidental to all this feverish diversion, I have been 
laid low with quotidian malaria, and now I am feeding 
upon quinine. We have also the tsetse fly at our very 
doors, but they are reported to be uninfected with 
tryponosonies. The anopheles also were reported to be 
“not loaded”—but you know how that sort of a gun goes 
off! 

I’ve been keeping tab on the livers of all our animals 
for Doctor Mentzer of the Mayo Clinic and have done 
the autopsies of seventy-five individuals and made draw- 
ings and measurements of the gall ducts of fifteen dif- 
ferent species. 

The weather continues mild, the evenings chilly with 
warm afternoons and occasional showers. It is much 
like California in Tanganyika, so we contemplate stay- 
ing here in our present camp for two or three months, 
later going to the great volcanic crater of Ngorogoro. 

We are surrounded by immense quantities of game 
though it is not all accessible for bow shooting. Our 
nearest native village is Ikoma, a district of scattered 
huts, numbering in all a thousand or so inhabitants. It 
is, of course, the big metropolis of these parts. It has 
no postoffice, no stores, no roads, no white men, but just 
as important to the noble tribe of Wakoma as Los An- 
geles is to the world at large. It has its own heated 
existence and, doubtless, to some the world revolves 
about Ikoma. I take it, therefore, that you will be 
deeply interested in the little bits of gossip that we pick up 
from this center of learning. 

I send an alleged clipping from the principal news- 
paper of Ikoma: 

“The Ikoma Garbage Can,” 
Emptied on very rare occasions. 


The latest news from the royal household is to the 
effect that His Royal Highness—Mtone, Sultan of 
the illustrious Wakomas—is still in excellent health, 
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though somewhat somnolent, owing to the solicitous 
care of his four wives and the unlimited amount 
of sour beer which he consumes. 

It is reported that at the nearby camp of Bwana 
Simson there are three Volstead Americans. It is 
devoutly to be hoped that no modern social improve- 
ments will be introduced to our glorious land through 
their influence. 

The Crowned Prince, Masheke, has recently re- 
turned from Bwana Simson’s Camp, accompanied 
by his beebe number three, mother of his alleged 
latest royal offspring. They bear rich presents from 
the Americans, to-wit one gaudy skull cap, valued at 
25 cents, and one red, white and blue handled Boy 
Scout knife. Masheke was ever the child of fortune! 

Dame Scandal has it that the pretty beebe of 
Maridi has left his bed and board and now resides 
at the banda of Bwana Simson’s brave gun-bearer, 
Kazimoto. Maridi has sharpened his pangs and 
taken his longest spear from the doorway. Nothing 
will satisfy the honor of our most worthy townsman 
but the blood of Kazimoto, or the payment of five 
shillings. 

Latest advices—Kazimoto has paid a prince’s ran- 
some for his folly. He disgorged the sum of five 
shillings into the coffers of Mavidi, who tied the 
wad up in the corner of his shuka or loin cloth, and 
his honor is vindicated. He has now taken service 
with the great Bwana Simson as porter at 10 cents 
a day. Kazimoto and his new beebe have started on 
their honeymoon to Nairobi, 240 miles by the trail. 
The walking is excellent this time of the year. 

NOTICE IS HEREBY GIVEN OF THE GREAT 
COMING CEREMONY, THE FESTIVAL OF CIR- 
CUMCISION. All youths between the ages of thir- 
teen and fourteen are hereby commanded to appear 
at the banda of the medicine man at the appearance 
of the full moon. 

Cheer up, boys, the fundi is the possessor of a very 
long sharp knife, the music will be grand. This is 
the one big event of your young life. Reserve seats 
for ladies as per usual will be two handsful of 
ground meal. Come one, come all! Register your 
a with the gatekeeper and leave your spears out- 
side! 

Tembone, the mighty hunter of the Wakomas, has 
recently returned from Bwana Simson’s camp where 
he presented the Great Bwana with a pumpkin and 
half a dozen yams, asking modestly in return that the 
Bwana shoot him two zebra with his punduke. 

It is reported that our fellow townsman was given 
a shilling and a toy balloon in payment. Tembone 
enjoys these little walks of seventy miles, and after 
all his toto packed the vegetables. 


FOR SALE! CHEAP! 
One loin cloth, three yards mericani, slightly used, 
5 years’ wear, and a coil copper wire ankle bracelet 
in exchange for one young wife, must have amiable 
disposition. Apply to Dolo, the flute player. 
Feeling that I’ve given you all the news that’s fit to 
print, I draw this sad epistle to a close. 
I am as ever, 
. Very cordially yours, 


SAXTON POPE. 


Mercury Rubs—It has been pretty clearly demon- 
strated that the mercury that is rubbed into the skin is 
absorbed from the sebaceous glands and hair follicles, 
and to some extent from the sweat glands. What is 
left on the skin after the rubbing is over is of no 
service, and cleanliness suggests that it be thoroughly 
washed off with benzene or other solvent. 

What the physician, convinced of the practicability of 
mercurial medication, by way of the skin, is particularly 
interested in is an ointment that can be used with some 
degree of scientific exactness, and one that does not 
advertise the patient’s misfortune to his acquaintances. 
Parke, Davis & Co. are offering little cakes or blocks 
of cocoa butter, containing metallic mercury, which they 
call Mercurettes, and which the patient can conveniently 
carry with him, on occasion subdividing them into halves 
or quarters for use. Each Mercurette contains fifty grains 
of mercury, uniformly distributed throughout the mass. 
See advertisement in this issue. 























Pa 


Fo 








